New Orleans Medical 


and 


Surgical Journal 





Vol. 85 


DECEMBER, 1932 


No. 6 





PUBLIC HEALTH AND THE 
PRACTICING PHYSICIAN.* 


W. S. LEATHERS, M. D.f 
NASHVILLE, TENN. 


When I received an invitation from my 
friend and former colleague, your Presi- 
dent, I felt greatly honored to have been 
invited to deliver the annual address 
before this association. It is indeed a 
genuine pleasure to return and again come 
in contact with those with whom I was 
associated for so many years. I must con- 
fess that I have had conflicting emotions in 
determining the subject of my address. My 
first impulse was to give a technical dis- 
cussion of some medical problem, but, in 
view of the continual agitation concerning 
the relation of the medical profession and 
public health agencies, I thought it would 
be of more general interest to present some 
ideas based on my knowledge and experi- 
ence on the subject of “Public Health and 
the Practicing Physician.” 


There are no problems confronting the 
profession, the solution of which is of 
greater importance or more challenging to 
wise leadership than those involving a more 
adequate medical service for the rank and 
file of the people of our country and the 
maintenance of efficient state and local 
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health departments as an essential part of 
the scheme of medical practice. 


More progress has been achieved in 
medical education in the past fifty years in 
the United States than during all preceding 
time. The present facilities for teaching 
medicine are unsurpassed and the medical 
student has more opportunities and greater 
advantages than ever before in the his- 
tory of medical science. What significance 
should be attached to this remarkable 
progress in medical education? Does it 
not place the practitioner of medicine 
under greater obligation to render a more 
skillful and larger humanitarian service to 
mankind? 

Likewise, great advances have been made 
during the past quarter of a century in 
public health organization and administra- 
tive practice. Not only have official health 
agencies been placed on a more stable and 
effective basis but numerous voluntary 
agencies have also entered the field of 
public health. Because of the remarkable 
results in the prevention and control of 
disease, the public has a broader vision 
and a more intelligent conception concern- 
ing the great possibilities of preventive as 
well as curative medicine. The laity is 
also rapidly acquiring the point of view 
that the modern physician should assume 
more definite responsibility for the appli- 
cation of hygienic and preventive measures 
in general practice. The physician of the 
future must become the family adviser on 
the maintenance of normal health. 


If one can clearly interpret the trends in 
medical education and medical practice it 
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is difficult to escape the conclusion that we 
are entering a new era in the practice of 
medicine. Readjustments in medical prac- 
tice are inevitable and changes must be 
made in professional relationships if a more 
adequate medical service is afforded for 
groups of people differing in their financial 
capacity to secure proper medical super- 
vision. Obviously these adjustments should 
be made with due regard for the ideals, 
initiative and independence which the pro- 
fession of this country has always so highly 
prized in the practice of medicine. 

There is unquestioned need for a better 
integration of preventive and curative 
medicine in general practice and a more 
sympathetic understanding between public 
health agencies and the practicing physi- 
cian. I am convinced that medical schools 
can make a large contribution toward 
accomplishing this result by providing 
proper facilities for teaching the preventive 
aspects of disease. No medical student is 
properly educated unless he has a knowl- 
edge of the measures which may be 
employed in the preventive aspects of 
medicine. Much will be gained by develop- 
ing in students a sympathetic attitude with 
reference to public health agencies. They 
should become familiar with the technic 
which is now available for the prevention 
and control of disease from the stand- 
point of the individual patient, the family, 
the home and its environment, the com- 
munity, and the relationship which should 
be maintained by physicians toward official 
and non-official health agencies. 

The officials of the American Medical As- 
sociation have given considerable thought in 
recent years to the need for a better under- 
standing between organized medicine and 
public health agencies, and on March 24, 
1927, the third Conference on Public Health 
was called by the secretary with the 
approval of the Board of Trustees for the 
purpose of discussing subjects pertaining 
to the relation of the physician to public 
health. The objective of this and other 
conferences was to get a better under- 


standing concerning the part which the 
practicing physician should play in the 
modern scheme of public health. In a 
stimulating and constructive paper by 
Doctor Arthur Holbrook of Milwaukee, the 
following statement was made: “In my 
opinion the medical profession leaves the 
work of the allied organizations, official 
and non-official, too much in the hands of 
the laity.” Someone has said that “medi- 
cine has a poor vision when it comes to 
seeing socially,” and the indictment is more 
or less true. There would be far less 
criticism to offer voluntary organizations 
if physicians, generally speaking, were a 
bit more far-seeing, if they sought mem- 
bership and activity in these agencies, gave 
freely of expert medical advice, interpreted 
and explained technical aspects to lay 
members, gave talks before clubs and other 
groups to help educate the public in the ob- 
jectives and activities of antituberculosis, 
Red Cross, prenatal and infant welfare, 
and like activities. On their side these 
organizations should realize that their 
greatest usefulness is attained when they 
supplement the work of the public health 
authorities and work in closer cooperation 
with them. Kipling’s oft-quoted lines might 
well be made familiar to their members: 
“Tt ain’t the individual nor the army as a 
whole but the everlasting team-work of 
every bloomin’ soul.” 

I should like to digress somewhat at 
this point and refer to the relationship 
which has existed between this Associ- 
ation and state and local health depart- 
ments. The people of Mississippi are 
fortunate in having the State Medical 
Association so closely identified, through 
its official board, with the work of the 
State Department of Health. This has 
afforded an opportunity for leaders of the 
profession to exert a sustained and definite 
influence in the upbuilding of public health 
activities. The Boards of Health of Missis- 
sippi have assumed their responsibilities in 
a serious and scientific way. I was asso- 
ciated with the Board for fourteen years 
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and I remember this experience with a 
great deal of satisfaction. 

The Boards during this pioneer period 
were composed of physicians who were 
interested, cooperative, and who showed 
an understanding of public health needs of 
the state. If time pemitted I would men- 
tion the physicians who have rendered 
valuable service on the respective Boards of 
Health during succeeding years. Member- 
ship on this Boad is indeed an honor and af- 
fords an opportunity to render incalculable 
service to the people of Mississippi. During 
this period scores of other physicians have 
also given loyal support to the development 
of an efficient public health organization in 
Mississippi. This interest has not only con- 
tinued but has doubtless increased during 
recent years. It is with particular satis- 
faction that I pay this tibute to the medi- 
cal profession of the state. 

It is of interest to recall that in 1924, 
the method of appointing the Board of 
Health was changed by legislative enact- 
ment providing membership from the 
medical profession from each Congressional 
district and one representative at large 
from the dental profession. The appoint- 
ments are made upon the recommendations 
of the State Medical and Dental Associa- 
tions to the Governor with the approval of 
the Senate. In my judgment no state has 
a better law for the selection of the Board 
of Health than has Mississippi. This fact 
has been commented upon by those who 
are in position to know the advantages 
accruing from this plan. This system 
serves to stabilize public health work by 
strengthening the hands of public health 
officials; and affords opportunity for the 
medical and dental professions to assume 
leadership in developing and promoting the 
scheme of public health which in their 
judgment will be most conducive to fulfill- 
ing the high purpose for which it is 
maintained. 

The scheme for public health organiza- 
tion in the United States includes federal, 
state and local health services. The plan 
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of health work has been wisely developed 
for our form of government. Every state 
and local government unit is given almost 
unlimited legislative authority to assure 
health protection within its own territorial 
boundaries. The national public health 
service has well-defined and _ restricted 
powers and its functions in no way con- 
flict with the prerogatives and powers of 
state and local health departments. An 
imperative need at this time is to effect a 
better coordination between the various 
bureaus and divisions of the federal gov- 
ernment in the administration of public 
health work. The fact that the responsibili- 
ty of the federal government for the protec- 
tion of the public health has been made a 
function of a number of bureaus has led to 
confusion and clashes between official health 
agencies and the medical profession. The 
responsibility which the national govern- 
ment assumes in cooperation with the 
respective states for the protection of the 
public health should be headed up in the 
Public Health Service. This will unify 
effort, avoid overlapping, make for efficiency 
and simplify administrative procedure. 
This would be a means of solving many 
of the problems arising in connection with 
maternal and infant hygiene service which 
was made possible under the provision of 
the Sheppard - Towner Bill. There is at 
present a bill in Congress for the purpose 
of re-establishing the maternal and infant 
hygiene work as a separate division in the 
Children’s Bureau of the Department of 
Labor. The Committee on Public Health 
Organization of the White House Confer- 
ence recommended that this work be done 
hereafter under the direction of the United 
State Public Health Service in co-operation 
with state and local health departments. 
This, I think, would be a much wiser pro- 
cedure, and so far as I am personally 
concerned, I am committed to this plan 
rather than the procedure which was 
formerly adopted. A better coordination of 
the federal health activities is an urgent 
need and the organized medical profession 
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could make a definite contribution by sup- 
porting legislation which will place federal 
public health work essentially under the 
direction of the United States Public Health 
Service. 

An official public health agency, whether 
federal, state or local, should not allow 
authoritative leadership to result in inani- 
tion. To the extent that an official agency 
uses all the arts and all the knowledge at 
its command and maintains an efficient 
service, it should be accorded loyal support 
and the right to survive. Official au- 
thority should never be regarded as a base 
on which to stand but rather as an incen- 
tive to go forward. The future of public 
health in this country depends on strength- 
ening and perpetuating official health 
agencies. This is fundamental. There- 
fore, when any non-official agency through 
unwise and misdirected leadership loses 
sight of the fact that public health work 
is primarily a function of the government 
and should have an enduring permanency, 
it becomes a hindrance rather than an aid 
in the advancement of the public welfare. 

There are certain phases of public health 
work which are especially well adapted 
toward working out a cooperative program 
between public health agencies and the 
physicians of a community, county or state. 
It is well, however, to recognize the fact 
that there are in every state, county and 
city many varying factors, both personal 
and environmental, which will influence 
individual opinion. It is therefore not 
within the province of this or any other 
group to devise an iron-clad system. A 
plan of cooperation which is well adapted to 
one community may not be acceptable to 
another, but there are certain salient prin- 
ciples which are indispensable and should 
be observed in health supervision of chil- 
dren, in periodic physical examinations, in 
the use of immunizing agents, in the 
administration of health centers and clinics, 
in the reporting of births and deaths and 
in the control of communicable disease. 

Nation-wide interest has been stimulated 
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in the health of the child through the 
activities of the White House Conference 
on child health and protection, and as a 
consequence, studies have been made to 
emphasize the appalling need for proper 
health supervision of children of preschool 
and school ages. A definite demand is also 
being made for more adequate health super- 
vision of expectant mothers and infants. 
With a view of supplying this need health 
centers have been organized in communi- 
ties; these are educational and afford a 
splendid means of giving the mother some 
conception of the value of accurate scien- 
tific knowledge concerning the health of 
herself and child. An important activity 
in conducting health centers and the follow- 
up work of public health nurses is to get 
expectant mothers to seek the advice of a 
physician prior to the sixth month of 
pregnancy. At the health centers, advice 
relative to hygienic measures and instruc- 
tion for feeding are given, and, with proper 
follow-up work by the nurse, the parent 
becomes more conscious of her responsi- 
bility in the proper rearing of her child. 
The purpose of these centers should not be 
to divorce children from the medical super- 
vision of the practicing physician, but 
rather to redirect the interest of the mother 
so that as soon as possible the child will 
be given health supervision by the family 
physician. By frequent conferences and 
mutual understanding between health agen- 
cies and private physicians, procedures can 
be developed which will insure much larger 
results in parental and infant welfare work 
than would otherwise be possible. 
Systematic physical examination of pre- 
school and school children has become an 
established function of health agencies, 
while treatment and the correction of 
physical defects is the responsibility of the 
practicing physician, either in his private 
capacity or as head of the clinical service 
in a hospital. Children with correctable 
defects discovered by means of physical 
examinations in school or health centers 
should invariably be sent to their family 
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physicians and dentists for further exam- 
ination, advice and treatment. It is only 
by a cooperative attitude between the 
personnel of the health department and 
the physicians of a county that comparable 
results can be obtained in corrective work. 

Thus, if defective vision is found, the 
physician and the public health nurse can 
urge the necessity of early and proper cor- 
rection; if there are infected tonsils, the 
necessity for the removal of acute or 
potential foci of infection; if a question of 
malnutrition, the desirability of determin- 
ing whether the underlying cause is physi- 
cal defects, parasitic infestation, or bad 
health habits; if defective teeth, the need 
of consulting a dental surgedn; and if an 
orthopedic defect, the importance of secur- 
ing advice from an orthopedic surgeon. An 
invitation is, or always should be, extended 
to mothers urging them to be present at 
the examination of their children. In this 
way the examining physician can impress 
upon the mothers the necessity for system- 
atic health supervision, or the value of a 
periodic physical examination of the child. 
The great need in this practically unsup- 
plied field of medical service will serve as 
no other phase of public health activity to 
blend the interest of the public and the 
profession for mutual benefit. 

Much stress has been placed in recent 
years upon the necessity for a periodic 
physical examination of people forty years 
of age and over. These examinations are 
designed to detect any evidence of early 
functional disturbance before there is physi- 
cal inconvenience, interference with work 
or anxiety which impels the person to 
seek medical advice for the treatment of 
recognizable pathology. To facilitate this 
movement it would seem possible for the 
health department to act as the promoting 
agency in cooperation with the state and 
local medical societies in providing diag- 
nostic clinics for the examination of adults 
who are apparently well. These clinics 
could be conducted as a demonstration in 
educating the public relative to the value 
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of periodic physical examinations. I do 
not believe that large results will be 
obtained in the promotion of this important 
movement without a more definite coopera- 
tive plan between the state and local health 
departments and practitioners of medicine. 
Both should be mutually interested in 
adopting some method which will impress 
upon the laity the value of an annual 
physical audit or examination. The great 
mass of citizens who are most in need of 
this service will be slow to respond except 
by ocular demonstration. 

Some physicians question whether or not, 
in the absence of an epidemic outbreak, the 
health officer should or has the right to use 
immunizing agents to prevent such dis- 
eases as diphtheria, typhoid fever and 
smallpox. The health department is obli- 
gated by law to prevent and control in 
every possible way the infectious diseases 
in a community, and it is well within the 
province of a health officer to employ the 
immunizing agents which are made avail- 
able by scientific research. It is, therefore, 
not a question of whether he has the right 
or should use such preventive measures but 
a matter of accomplishing the largest pos- 
sible results in their use. Of course, no 
wise health officer would project a campaign 
for immunizing persons against these dis- 
eases without securing, if possible, the 
participation of physicians. Health officers 
have made strenuous effort with varying 
degrees of success to achieve this objective. 

Notwithstanding the legal and profes- 
sional obligation of the official health 
agency to immunize against disease, this 
is also an important function of the 
physician, and I am confident, that if the 
profession would actively assume this re- 
sponsibility the health agencies of this 
country would gladly concede to them 
this privilege. If each physician would 
educate his clientele to bring children to 
him for vaccination against smallpox at 
the age of three months, for immuniza- 
tion against diphtheria at nine months and 
against typhoid fever at two years, a gain 
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would be made in controlling these infec- 
tion. Moreover, revaccinations are neces- 
sary, and each year there is a new group 
of susceptibles who could in this way be 
systematically immunized. I believe that 
all will agree that the child should not be 
denied this protection, and that in any 
event a plan should be followed which will 
cause a sufficient number of persons to 
respond so as to make immunization of 
measurable public health value. For ex- 
ample, in a recent study it was found that 
if 30 per cent of children between the ages 
of one and five and 50 per cent between the 
ages of five and nine are immunized against 
diphtheria a definite reduction in the dis- 
ease occurs; otherwise, the results may be 
disappointing. If there is a mutual under- 
standing between the organized profession 
and health departments such work can be 
done so as to better enlist the interest of 
the laity and the consistent support of 
physicians. 

Health centers or clinics have caused 
conflicting conditions between public health 
agencies and practicing physicians in some 
communities. The term “health center” 
has been used variously by public health 
authorities and it would appear to mean 
any special provision for health protection 
of the public from a clinic for expectant 
mothers to a community hospital. As 
applied to the work of health departments, 
it has reference particularly to diagnostic 
procedure and advice concerning hygienic 
measures. A health center may be used 
for treating indigent persons, especially 
those who have tuberculosis or venereal 
disease. A public health clinic when used 
for the correction of physical defects of 
children may be temporary or permanent, 
and should invariably be operated with the 
endorsement and cooperation of the county 
or district medical society. In some rural 
communities corrective clinics for children 
have been organized and the county medical 
society has chosen the clinician to do the 
necessary operative work and allowed him 
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to charge and collect his fees in the usual 
way. Health centers and clinics should be 
administered when possible so as to inte- 
grate the medical service with the routine 
practice of the local physicians. The 
methods employed must not interfere with 
the relation that has so long existed between 
the physician and the patient and which on 
the whole has been satisfactory to both; 
but, on the other hand, the confidence of 
the public in the practitioner can be 
increased. The patient should be required 
to select his own physician; and he must 
have the right to study and prescribe for 
his patient, based on his own experience 
and knowledge. 

There are many counties in the average 
state in which there is no provision for 
doing corrective work of school children, 
and it is only a question of time, when 
some uniform plan will be developed in the 
respective states for this purpose. Physi- 
cians should assume leadership in develop- 
ing such a plan and, if possible, cooperate 
with health departments in affording the 
child population the health protection 
which is so much needed in this field of 
medical service. 

The administrative ability and specialized 
training of a health officer must always 
be recognized as an important factor in 
successful administrative public health 
practice. There will be no difficulty ahead 
in establishing the proper reciprocal rela- 
tion between health departments and the 
medical profession in the upbuilding of 
the public health in a community or state; 
provided, there is at the head of such serv- 
ice a trained person, and one who is imbued 
with the ideals and purposes of scientific 
medicine. We need men in these positions 
who are not influenced by party or partisan 
politics and who endeavor to consider each 
problem from a professional point of view. 

The health officer should be in sympathy 
with medical practice and acquainted with 
the problems and difficulties with which 
the practitioner is confronted. He should 
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safeguard the professional interests of 
physicians in the dispensaries and clinics 
and secure the cooperation of the public 
by referring cases for treatment to the 
family physician. Personally, I think, that 
health officers, generally speaking, endeavor 
to carry out this objective. Any health 
department which does not fully appre- 
ciate the relationships which should be 
maintained with physicians is doomed to 
failure regardless of the degree of efficiency 
attained and the worthiness of the cause 
presented. In an address by Doctor Wil- 
liam H. Welch of Johns Hopkins University 
this ideal is effectively emphasized by the 
following statement: ‘There can be no real 
and lasting success of efforts to promote 
the health of the people and to prevent 
disease without the active sympathy, sup- 
port and participation of the medical 
profession.” 

It is a source of gratification that there 
has been a wholesome cooperation in 
Mississippi between the profession and the 
state and local health departments. This 
should be so when it is the policy of your 
state health department to consider with 
equity the welfare of the medical profession 
and the laity, and with due regard for 
traditions and ethical principles underlying 
the practice of medicine. Mississippi may 
be ranked as one of the twelve states which 
have the best public health organizations 
in the United States. The public health 
organization of this state has made pro- 
gress under the leadership of Doctor F. J. 
Underwood and his associates, and I feel 
particular pride in the thought that, as 
State Health Officer, he has not only main- 
tained the efficiency of the organization but 
he has also extended the activities of local 
health service in an effective way. I am 
sure that in considerable measure his suc- 
cess has been due to the fine cooperation 
which has been given by the medical pro- 
fession. 

One of the outstanding problems at 
present in the promotion of public health 


393 


in this country is to make more secure the 
tenure of position of well-trained state and 
local health officers. Health departments 
are scientific institutions when properly 
evaluated and their work must be de- 
veloped and maintained on this basis. The 
remuneration of an experienced and well- 
trained health officer is never commen- 
surate with the service which he renders 
to the community. It is, therefore, impera- 
tive that his position be made attractive 
and that he be given opportunity to 
administer a health department on a scien- 
tific basis rather than from a political point 
of view. The removal of an efficient health 
officer for political reasons alone should be 
an impossibility in any state or local unit 
of government. Doctor John A. Ferrell, 
director of health work in the United States 
for the International Health Division of 
the Rockefeller Foundation, made the state- 
ment to me that Mississippi had the best 
state board of health law of any of the 
states, and he also commended in the 
highest terms the law for the establishment 
of county health departments. Such laws 
are for the purpose of stabilizing state and 
local health services; but the maintenance 
of a high level of efficiency in state and 
local health services will depend largely 
upon the intelligent interest and loyal sup- 
port of the organized medical profession. 

In the discussion of this subject, I am 
deeply conscious that it is not possible to 
consider many phases of this question 
which merit attention. I have at least 
attempted to present ideas that are of 
practical importance and which may be 
suggestive of administrative practice that 
will bring about a better understanding and 
a more cooperative relationship between 
public health agencies and the practitioner 
of medicine. I have not referred to the 
contributions which health departments 
make to the practice of medicine nor the 
many ways in which physicians individ- 
ually serve health departments. I have not 
considered the “rights” of the physician 
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because, I think, that the traditions of the 
profession do not admit of claiming special 
rights if it is a question of preventing 
disease and giving adequate care to the 
sick. Physicians, however, have certain 
privileges and prerogatives which must be 
respected and safeguarded in order that 
they may use in the most effective way 
their knowledge and skill for the allevia- 
tion of human suffering and prevention as 
well as treatment of disease. Neither have 
I referred to the large amount of charity 
work which the profession does as a rou- 
tine performance because we have come to 
recognize, whether justly or not, that 
within reasonable limitations this service 
may be considered the heritage of medical 
practice. 

I do not care to go into the vague 
bugaboo of “state medicine” especially, 
because it seems to me that the agitation 
of this matter by physicians will subserve 
no purpose except to warn against a system, 
the adoption of which can be avoided only 
by a statesmanlike and constructive atti- 
tude on the part of physicians in the 
prevention of disease and in providing more 
adequate medical service for all classes of 
people. The fact is, I have never seen this 
term properly defined, but in general it 
implies the organization and control of the 
practice of medicine by the state. This 
means that all physicians would be placed 
on a salary and would be largely dependent 
upon political or corporate interests. I 
followed this question for many years with 
some degree of interest and I can see no 
trend in this country toward actual politi- 
cal control of medical practice. There is, 
however, no question but that there is a 
definite trend toward the socialization of 
medicine. This means developing some 
system which will more adequately supply 
medical service to all classes of people, and 
without detriment to the medical profes- 
sion. This is inevitable, and whether we 
want to or not we must look this fact 
squarely in the face and realize that with 


the dawn of a new era in the physical 
reconstruction of civilization there will be 
new adjustments between the medical pro- 
fession and society. Unfortunately, some 
physicians have placed the odium of “state 
medicine” upon the activities of public 
health agencies or have ventured to express 
the point of view that such work will 
ultimately lead to “state medicine.” This 
position cannot be successfully defended. 

T rather like to think of the relation of 
the medical profession toward public health 
agencies in the language of Doctor DeWitt 
Stratton who in the memorable address on 
the occasion of his inauguration as Presi- 
dent of the New York County Medical 
Society said: “We pledge our unqualified 
support to any movement in the interest 
of public health and general welfare of the 
community. We are convinced that in the 
long run such a movement will always 
react toward improving both the social and 
economic status of the physicians in a 
community, just as contrarywise we feel 
that any movement which is inimical 
to the profession is harmful to the public. 
Much more vital than this, however, is the 
fact that, after all, prevention of disease as 
well as the care of the patient is a basic 
idea and ultimate ideal of our calling and 
therefore the primary responsibility of our 
County Society.” 

The medical profession has been largely 
responsible for the establishment and ex- 
tension of public health agencies in this 
country, and whatever adjustments may be 
made for providing a more adequate 
medical service, the maintenance of public 
health activities on an efficient basis will 
always constitute a part of the scheme. 
Whatever changes in medical practice are 
necessary, the wise physician will face them 
with confidence, and with altruism, realiz- 
ing that the medical profession has won a 
permanent place in society based upon 
service and that it is only by keeping the 
true ideal of service that this position can 
be maintained. 
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GOITER.* 


A Brief History of Its Surgery and a Review of 
128 Operated Cases in a “Non-Goiter” District 


HOWARD R. MAHORNER, M. D.7 
NEW ORLEANS. 


One of the most interesting developments 
in the field of surgery is the progress of 
attacking by operation the diseased thyroid 
gland. Thyroidectomy, a procedure former- 
ly looked upon with the disfavor and fear 
merited by one with a mortality as high as 
forty per cent, has within the last ten years 
achieved one of the honor places in low 
mortalities among major operations. 

Goiter must have existed as long as dis- 
eases have affected the human race. The 
ancient literature leaves us little record of 
this affection, or it is so confused with oth- 
er things as scrofula that it is not possible 
to distinguish it in these writings.! In a 
work questionably attributed to Hippo- 
crates on “the glands,” nepi adevov?, an ac- 
count is given of scrofula, which was said 
to be a lodgment. of humors in the glands 
of the neck. Cervical lymphadenitis was 
not differentiated from goiter at that time. 

Galen* wrote of two glands in the neck 
in which moisture is generated. Thomas 
Wharton‘, 1656, gave the thyroid gland its 
name. Celsus, as reported by Mandt’, is 
supposed to have operated on goiter, and 
Albucasis!, is reputed to have been the first 
to actually extirpate the thyroid in the year 
330. The record of this is clouded with 
some improbability, and Hildanus wrote 
that in 1596 an empiric operated for a 
goiter with resultant death of the patient 
and imprisonment of the surgeon’. 

Desault*® was one of the first to success- 
fully remove a goiter (1792). He later at- 
tempted a second case, but had to discon- 
tinue the operation because of hemorrhage. 





*Read before the Orleans Parish Medical So- 
ciety, January 25, 1932. 

+From the Department of Surgery, School of 
Medicine, Tulane University, and Charity Hospital, 
New Orleans. 
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Dupuytren® operated for goiter in 1817.. 
The patient died thirty-five hours after 
operation. 

One of the remarkable early achieve- 
ments in this field of surgery was by He- 
denus’. In the first part of the nineteenth 
century, he removed six goiters success- 
fully. In his paper, he quotes Wickman as 
saying that to operate for goiter is equiva- 
lent to cutting off the patient’s neck and 
states that he undertook the operation be- 
cause of the existing danger to the patient 
of suffocation and also “to show my stu- 
dents what the operator who has courage, 
determination, composure, perseverance 
and patience and who is equipped with 
adequate anatomical and surgical knowl- 
edge can accomplish, even in the severest 
cases, with the bistoury, for the good of 
mankind.” 

Up until 1861, only 106 attempts had 
been made to extirpate the thyroid’, and 
the mortality was in the neighborhood of 
forty per cent. These goiters were huge 
adenomatous growths which were produc- 
ing such severe pressure symptoms that 
they were slowly choking to death their 
hosts and the attempts at removal were last 
heroic measures. Hemorrhage and infec- 
tion were the two main impediments to suc- 
cessful operative removal of the thyroid. 
As late as 1883, Billroth® said “If we were 
compelled to cut through the middle of the 
gland, we would be confronted with a quite 
uncontrollable hemorrhage.” In Bell’s Sur- 
gery’, 1804, he describes the methods then 
in vogue of ligating vessels. The common 
procedure was to pass a ligature around 
the mouth of the bleeding vessel with a 
curved needle, or if the vessel had retracted 
into the tissues, a crooked needle was em- 
ployed to catch the end, pull it out and so 
hold it until a ligature could be applied. 
Bell also wrote, “For the purpose of per- 
forming this with ease, various types of 
forceps have been invented with which the 
divided arteries are laid hold of so as to 
admit of ligatures being applied.” So, al- 
though they had hemostatic forceps, Hal- 
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Fig: 1. Method formerly used in ligating arteries (From 
Giinther’s Lehre von den Blutigen Operationen, 1859). It 
is easy to comprehend the difficulties encountered in deal- 
ing with hemorrhage from the thyroid gland at that time. 


sted® tells us that these did not come into 
the general vogue that they have today 
until the middle of the last half of the 
nineteenth century. The use of the aneu- 
rysm needle and sharp hook was extremely 
inadequate in contending with a gland as 
vascular as the thyroid, which is normally, 
in proportion to its weight, the most vascu- 
lar tissue in the body. 

In the years prior to antiseptic surgery, 
cervical cellulitis and mediastinitis were 
serious contenders for the life of the pa- 
tient. Infection was the cause of the death 
in 6 of 8 fatalities in Billroth’s!® pre-anti- 
septic series of 20 extirpations of the thy- 
roid gland, and some of the patients who 
recovered prior to the work of Lister, had 
severe postoperative courses, resulting from 
infection. Hedenus’ cites such a case which 
recovered. 

Three names stand out preeminently in 
the development of surgery of the thyroid 
—Billroth, Kocher and Mikulicz. Billroth 
(1829-1894) had the happy experience of 
working before, during and after the devel- 
opment of antiseptic surgery. Between 1860 
and 1869, he did 20 extirpations of the thy- 
roid gland with 8 deaths!*, a mortality of 
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forty per cent. He used other procedures 
for goiter; puncture and drainage of cysts; 
puncture and injection .of iodine solution; 
cauterization ; tenotomy of the sternocleido- 
mastoids to relieve pressure symptoms and 
subcutaneous breaking up of goiter tissue. 
In the years immediately following the in- 
troduction of antiseptic methods, Billroth’s 
mortality for extirpation dropped to eight 
and three tenths per cent (4 deaths in 48 
cases, 1877-1888). His operation consisted 
of an enucleation of the gland. He encoun- 
tered postoperative tetany!? but his pa- 
tients did not get myxoedema, probably be- 
cause he left the isthmus and adjacent 
portion of the lobes’. 

During this period, the nature of tetany 
was not understood. In 1883, Weiss!® col- 
lected 13 cases and from his studies, con- 
cluded that the lesion was in the cells of 
the central nervous system as a result of 
trauma to numerous nerves in the region 
of the thyroid. Nor at the same time was 
it appreciated that part at least of the thy- 
roid was essential to health and that the 
condition which sometimes developed post- 











Fig. 2. Theodor Kocher. The outstanding figure in the 
development of surgery of the thyroid. (From Garrison's 
History of Medicine). 
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operatively, slowness of thought and mo- 
tion, mental apathy, and non-pitting edema, 
was due to a deprivation of too much of 
the essential secretion of the thyroid gland. 

Kocher ultimately recognized that total 
extirpation resulted in what we now know 
as myxoedema and devised an operation 
similar to the one used today, except that 
he commonly did a unilateral lobectomy and 
continued to do so, even as late as 19145. 
In 1897, he was employing the curved collar 
incision in those cases where the cosmetic 
result was a consideration’. Prior to this, 
the incisions were usually longitudinal or 
angulated with one end in the suprasternal 
notch, the other high up at the anterior 
border of the sternocleidomastoid!®. The 
collar incision was used by Boeckel in 
188016, 

Mikulicz made as important a single ad- 
vance as had up to his time been accom- 
plished. Prior to him, surgeons were afraid 
to cut through the parenchyma of the lobes 
and either did an extra or an intracapsular 
enucleation, turning up the lobe and ligating 
the pedicle en masse. Mikulicz'? (1886) 
found that he could control the hemorrhage, 
even if he cut through the parenchyma of 
the gland and ligated the bleeding points. 
He realized the advantage of removal of 
part of the tissue of each lobe in bilateral 
enlargement and he devised an operation 
similar to the one we use today, a bilateral 
partial resection. 

Prior to the success of Billroth in the 
early antiseptic period of surgery, nothing 
was known of the function of the thyroid 
and parathyroids. Sick!’, in 1867, made a 
report of a case of total thyroidectomy. His 
patient postoperatively developed symp- 
toms suggestive of the condition we know 
today as myxedema. This was the first 
case report of postoperative struma thyreo- 
privia. Kocher later encountered this con- 
dition but at first he did not realize that it 
was due to too little of the essential secre- 
tion of the thyroid gland. 

In 1878, William Ord!® wrote, “On myxe- 
dema, a term proposed to be applied to an 
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essential condition in the cretinoid affec- 
tion occasionally observed in middle aged 
women.” Ord described five cases. They 
had not been operated on. He gave the 
symptoms of each case in detail and thought 
he found an increase in mucin in the skin. 
He believed that the jelly-like state of the 
connective tissue was the fundamental fac- 
tor in the disease and that the nervous dis- 
orders were consequent thereon. Ord in- 
taoduced the term myxedema with the in- 
tention of designating mucous edema. 

In 1887, Moébius?® called attention to the 
points of similarity and difference between 
myxedema and Basedow’s disease and 
suggested that as in myxedema it was a 
question of cessation of function of the thy- 
roid gland; in morbus Basedow, it was dis- 
eased action of the thyroid. 

In 1891, Gley?! showed that the parathy- 
roid glands were essential to life and later, 
Vassale and Generali (1896) studied the 
function of the parathyroids and showed 
their relation to tetany??. 

Murray’, in 1891, made one of the most 
important therapeutic advances by finding 
that if he fed extract of thyroid gland to 
patients with myxedema, the symptoms 
would disappear and the patients would re- 
vert to their normal selves. In his article, 
ne shows a striking picture representing 
the appearance in one of his cases before 
and after treatment. 

By the beginning of the twentieth cen- 
tury, the veil had been lifted from a very 
dark chapter concerning an apparently ob- 
vious surgical disease which up until a few 
years before had derided the surgeons with 
its prominence. America had followed dis- 
tantly up to that time, but that which had 
been explained opened again new problems 
for exploration and since then, this coun- 
try has shared the honor of contributing in 
large measure to the development of our 
knowledge of the thyroid. Halsted’ was 
one of the pioneer goiter surgeons of this 
country and his work did much to relieve 
the undue fear of thyroidectomy. He de- 
vised an operation based on the Kocher- 
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Fig. 3. The angle incision. (From an article by Kocher, 
1897). At that time Kocher recommended this incision 
except when the cosmetic result was a consideration. Then 
he used Boeckel’s collar incision. 


Mikulicz method of resection and was one 
of the first to advocate local anesthesia. 
Moreover, he left an excellent monograph 
on the history of this subject which has 
served as a guide to the more important 
papers and on which I have based authority 
for many statements. 


Crile, by his theory of anoci-association 
and of avoiding shock to the patients, did 
much to reduce the mortality in operations 
for hyperthyroidism. 


C. H. Mayo?*: 25. 26. 27, 28 was another of 
the pioneer goiter surgeons of America 
and early had a large number of operations 
to his credit. Today, Pemberton, Lahey, 
DeQuervain, are names often seen or heard 
in connection with surgery of the thyroid. 

Although investigations in metabolism 
date back to Lavoisier?’, it was a long time 
before tests were used to assist in diagnos- 
ing diseases of metabolism. Frederick Mul- 
ler®® was the first to show that the meta- 
bolic rate was increased in hyperthyroid- 
ism. Magnus-Levy*! in 1895 showed that 
the gaseous exchange was increased in 
Basedow’s disease and he found that pa- 
tients who had recovered from Basedow’s 
disease had a normal rate. 


From 1892 to 


1908, calorimetry was used only experi- 
mentally in this country and it came into 
general clinical use between 1912 and 
191729. 32. 

In 1908, Wilson** reported a large series 
of cases in which he correlated the pathol- 
ogic and clinical findings. Later (1913) he* 
was able to state that every exophthalmic 
goiter is accompanied by parenchymatous 
hyperplasia of the thyroid. At the same 
time, Henry Plummer*® was studying the 
clinical aspects of goiter and was able to 
differentiate two types of hyperthyroidism; 
exophthalmic goiter and hyperfunctioning 
adenomatous goiter. This has been of great 
value to the surgeon, for in the former con- 
dition, a certain percentage of recurrence 
must be expected, but in the latter, only the 
offending adenoma or adenomas have to be 
removed to produce complete and lasting 
relief. In correlating the clinical and path- 
ologic findings in a large number of goiters, 
Plummer®*®. 36 37 was able to form a clin- 
ical classification, which is one widely ac- 
cepted in this country today: 


CLINICAL CLASSIFICATION OF THYROID DISEASE 
Diffuse Colloid Goiter 
(Adolescent Goiter, Parenchy- | 
matous Goiter) 
Adenomatous Goiter without 
Hyperthyroidism 
(Simple Goiter; Non-toxic 
Goiter; Struma) 
Adenomatous Goiter with Hyper- ) 
throidism 
(Secondary Hyperthyroidism; 
Basedowized Goiter; Struma 
Basedowificata; Formes 
Frusts) 
Graves’ Disease or Exophthalmic 
Goiter 
(Basedow’s Disease) 
Malignancy 
Adult Myxedema 
| 


\ Endemic Goiter 
Group 


| Hyperthy- 
roid Group 








(Hypothyroidism) 
Infantile Myxedema 
(Sporadic Cretinism) Thyroid 
Insufficiency 
Group 


Endemic Cretinism 
(Seen so little in America that 
an attempt by us to subdivide 
into types is not justified) 


Iodine has long been known to have some 
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Fig. 4. An illustration from an article by Kocher, 1897. 
A curved collar incision has been used and the left lobe 
of the thyroid has been elevated. Aneurysm needles are 
passed through the parenchyma in ligating the arteries. 

. 


beneficial effect in goiters. Roggerio of 
Salerno is said to have recommended 
burned sponge®® 3% and in Cooper’s Sur- 
gery (1835)4°, we read, “The good effects 
of burned sponge have now been ascer- 
tained to depend upon the iodine which it 
contains. Dr. Coindet of Geneva has em- 
ployed various preparations of the latter 
substance with far greater success than 
ever resulted from the use of other medi- 
cines.” 

It remained for Plummer to clearly dem- 
onstrate what a tremendous beneficial ef- 
fect iodine has in exophthalmic goiter in 
preparing patients for operation, in con- 
trolling crises and in reducing mortality 
from operation with the result that such 
procedures as hot water injections and pre- 
liminary ligations have been almost com- 
pletely discarded. Plummer*®® started the 
routine use of iodine as a preoperative 
measure in March, 1922. Because of this 
method of preparation, the mortality rate 
for operations for exophthalmic goiter 
dropped from four and fifteen hundreds per 
cent (Pemberton, 1929) 4!. 

In recent years; more safeguards have 
been added to thyroidectomy. The time 
selected for operation is an important thing 
in severe and long standing cases of hyper- 
thyroidism. The abolishment of the old 
method of doing any operation on the thy- 


roid under ether and the popular use of° 
local anesthesia for part or the whole of 
the operation have been distinct advances. 
Pemberton emphasizes the use of an anes- 
thetic from which the patient may be awak- 
ened quickly between the lobectomies that 
they may cough to inform the surgeon of 
the condition of the recurrent laryngeal 
nerve on the first side. The introduction 
of the oxygen tent or chamber has miti- 
gated against postoperative hyperthyroid 
crises and deaths from pneumonia“2. 


INDICATIONS FOR OPERATION 


We read in Agnew’s Surgery**, 1883, 
“Extirpation of the thyroid gland is one 
of the most formidable operations in sur- 
gery and should be undertaken only when 
other means of treatment have been ex- 
hausted and only when the dyspnea is grow- 
ing progressively worse and the danger to 
life becoming imminent.” The operative 
mortality of five tenths to one per cent re- 
ported by clinics throughout the country 
today have obviously remarkably changed 
these rigid indications for operation given 
by Agnew. 


The indications for operation on the dis- 
eased thyroid are local or general or both. 
Pressure symptoms, interference with 
breathing or with deglutition need not be- 
come marked to demand operation. The 
longer an enlarged thyroid remains, the 
more the trachea is affected. It is pinched 
and eventually becomes narrowed like a 
scabbard. Interference with deglutition is 
not infrequently experienced by the patient. 
It results from direct pressure of the en- 
larged gland on the gullet or because of in- 
direct pressure through the trachea. A very 
small adenoma may give patients marked 
discomfort and they feel grateful when it 
is removed. Enlargements which become 
conspicuous may well be removed for a cos- 
metic effect as well as other factors which 
would influence one to operate. The scar 
need not be very large and if it is properly 
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placed, it is not noticeable except on close 
scrutiny. 

Toxic goiters should all receive surgical 
consideration. If they are allowed to re- 
main, irreparable visceral damage may en- 
sue. The end stage of an exophthalmic 
goiter is evidenced by jaundice, emaciation 
and the signs of cardiac decompensation. 
The liver is badly damaged. It is small and 
has the appearance of the liver of subacute 
yellow atrophy. Needless to say, patients 
with exophthamic goiter suffer the agony of 
having themselves slowly, painlessly burned 





Fig. 5. Murray was the first to use thyroid extract in 
the treatment of myxedema. This shows the appearance 
of one of his patients before treatment (Oct., 1891). 


up, and the results from surgery are so 
satisfactory, ninety-five per cent receiving 
some benefit??, that they must be strongly 
urged to seek that relief. A series of 57 
cases of exophthalmic goiter treated medi- 
cally were reported by Ord and Macken- 
zie*4, The patients either died or were ob- 
served for five years: 14 died, 24.5 per 
cent; 10 recovered completely, 17.5 per 
cent; 28 improved; 4 still sick; and 1 alive 
but condition not stated. This series was 
studied prior to the days of the use of huge 
doses of Lugol’s solution. But it is well 
known that the striking results from the 
administration of Lugol’s solution are often 
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lost after a period of a few months and a 
severe exophthalmic goiter will often not 
respond as well again. Hence, one advan- 
tage so strongly emphasized by Goetsch** 
and others** of operating at the time when 
the benefit from iodine is first received. 
On what type of goiter is surgery not 
necessary? Between the ages of fifteen and 
twenty, simple colloid goiter is not uncom- 
mon. The incidence of it might be dimin- 
ished by the administration of iodine, and 
many times, the enlargement of the gland 
will subside under iodine therapy. Glands 











Fig. 6. Same patient shown in Fig. 5 seven months 
after treatment with thyroid extract (June, 1892). 


which produce neither local symptoms nor 
toxic symptoms do not necessarily indicate 
surgery, but it is well to remember that the 
nodular thyroid is like the nodular breast; 
until the eye of the microscopist is upon it, 
it is not possible to tell whether it is malig- 
nant. Of all operated goiters between 1910 
and 1926 at the Mayo.Clinic, one and six 
tenths per cent were malignant‘’?, a sur- 
prisingly high figure. 
REVIEW OF 128 CASES 


I have reviewed the cases operated on for 
goiter at Charity Hospital in the two-year 
period between October 1, 1931, and Octo- 
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ber 1, 1929. The cases group themselves 
as follows: 


NN IN DOE ois oc sceccarsnchcceacsswodeueorxieaeen 21 
Adenomatous goiter without hyperthyroidism 37 
Adenomatous goiter with hyperthyroidism...... 37 
UMN IN oo a rectntecaebnee 31 
Cavemen @f Coyreid.............................-0 1 
Suppurative thyroiditis ..............-...0ce-cs<00------< 1 

a a 128 


Females, 115; Males, 13; Ratio, 8:76 to 1. 
Whites, 72; Negroes, 56. 


SIMPLE COLLOID GOITERS 


21 Cases. 
TOES ea ADD er oe PT 3 
ERI SARE Sra ce MOM OR ree ona mer aoe 18 
a 15 
TT OTR TC OEE 6 
Average age of patients........................ 28.8 years 


Average duration of goiter (computed 
from 13 cases in which records were 


I oc aonashesnesnasscicnpomeubacinieense 7.3 years 
ADENOMATOUS GOITERS WITH HYPERTHYROIDISM 
37 Cases. ; 
NN ON esc shcRnceneencahiaies pens 35.5 years 
EEE ERE eee ET 16 
RAE IR Ua ane tert Warnes 21 
A Et enn ee BCE Ea All females 


Average duration of goiter (computed 
from 20 cases in which records gave 


ale err 8.9 years 
Average duration of toxic symptoms.... 3.2 years 
Average duration of goiter before toxic 

IN scence nninnosaknsiccescnnetencienessnnen 5.7 years 


ADENOMATOUS GOITERS WITHOUT 


HYPERTHYROIDISM 
37 Cases. 
ROI: GD sack iicccticceemnenl 38.3 years 
PII slab rccccnircczecicnccosnnspannicennsne es 29 
I i crest etesnesncuinalnnencesennannaae seals 8 
TI seed diciciseacchnibanadacerepe tonnes tai 20 
PO navies sncrtsencceciteie neituenieeetie 17 


Average duration of goiter (computed 








BN Fe SI ccicsscicscnscteteitetocedines 5.4 years 
EXOPHTHALMIC GOITER 
31 Cases. 
GEE RECENT eae aR emer Pr 16 years 
oldest ....... 55 years 
POD oe siiieiisnteriscicsinticecitanvecmsitipneete 34.2 years 
IEE opie tae icon scicthcsonaouececnuscecauuaactinians 29 
SE ices acceieninees eects ens 
WE sasdbtitiedi nent 15 
Negroes ; 16 





Duration of goiter and symptoms, com- 
puting from 17 cases in which pa- 
tients noted both goiter and toxic 
symptoms: 


Average duration of goiter................ 2.54 years 

Average duration of toxic symptoms 2.45 years’ 
Computing from 26 cases in 10 of 

which the patients mentioned the 

toxic manifestations but not the 

goiter: 

Average duration of toxic symptoms 1.89 years 
Computing from the same 26 cases and 

substituting in the 10 cases in which 

patients did not complain of the 

presence of goiter the same figure 

for duration of goiter as they gave 

for their toxic symptoms: 

Average duration of goiter-............... 1.94 years 

The longest duration of goiter and toxic 
symptoms was 12 years; the shortest 1 
month. 

COMMENT 

In the two-year period of time between 
October, 1929, and October, 1931, there 
were 277 goiters treated at Charity Hospi- 
tal, medically and surgically. During the 
same period, a total of 86,488 patients were 
treated at the hospital, ratio 1 in 312.23. 
Goiter is not rare nor is it very common in 
this locality. 

It is interesting to compare the age of 
patients with toxic adenoma in our series 
with the figures given by Boothby‘ for the 
Mayo Clinic. In this series, the average 
age was 33.5 years, approximately 14 years 
younger than his. Moreover, his patients 
with adenomatous goiters and hyperthy- 
roidism had goiter for an average of 19 
years before coming for treatment; in this 
series, the average duration of goiter was 
8.9 years. The average age which he gave 
for exophthalmic goiter to come for sur- 
gery in four series varied between 33 and 
38 years; this series showed an average of 
34.2 years. 

His figures are collected in a goiter belt 
whereas in this section, the incidence of 
goiter is very much lower, a non-goiter 
district. 

The average duration of toxic symptoms 
in adenomatous goiter with hyperthyroid- 
ism is greater (3.2) years) than it is in 
exophthalmic goiter (1.9 years). 

SUMMARY 

This paper comprises a brief history of 

the important steps in the development of 
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surgery of the thyroid and a review of one 
hundred twenty-eight goiters operated on 
at Charity Hospital, New Orleans, within 
the last two years. 
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DISCUSSION. 


Dr. Alton Ochsner (New Orleans): There 
are several points I should like to emphasize, 
which Dr. Mahorner did not because of lack 
of time. One is the importance of preoperative 
medication and the limiting of iodine therapy to 
preoperative and postoperative medication. At 
the present time in this country, iodine is being 
used rather extensively otherwise than as a pre- 
operative measure, and, as a result, we are seeing, 
specially in the goiter belts, patients who become 
iodine-fast. If this continues, it is only a ques- 
tion of time before we will have an entirely differ- 
ent type of goiter. 

As Dr. Mahorner has emphasized, the operative 
mortality since the introduction of iodine by 
Plummer has been reduced from 4 and 5 per cent 
to less than 0.5 per cent in the best clinics, but 
if iodine therapy is used promiscuously except 
as a preoperative measure, we will again have 
a high mortality rate from these cases. 

I agree with Dr. Mahorner that there is a dis- 
tinct difference between Grave’s or Basedow’s 
disease and the hyperthyroidism which is associ- 
ated with adenomas. Even though there is con- 
siderable controversy at the present time, as Dr. 
Mahorner has indicated in his paper, these dis- 
eases are differentiated as regards prognosis. The 
extirpation of an encapsulated adenoma will cure 
the patient, whereas radical extirpation or subthy- 
roidectomy in Grave’s disease results in recur- 
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rences in from 4 to 5 or even higher percentages 
of cases. These two processes are fundamentally 
and clinically different. 

A new classification, suggested by the Society 
for the Control of Goiter and which Dr. Musser 
has outlined in the New Orleans Medical and 
Surgical Journal, is as follows: 

Non-toxic diffuse goiter. 

Toxic diffuse goiter. 

Non-toxic nodular goiter. 

Toxic nodular goiter. ; 

Dr. Ambrose H. Storck (New Orleans): Fol- 
lowing the introduction of Lugol’s solution for the 
preparation of thyrotoxic patients, there was a 
shift away from ‘multiple stage operations in 
hyperthyroidism. As a result of this over-confi- 
dence in, or over-estimation of, the protection 
afforded by iodine, the mortality in goiter opera- 
tions was not reduced to the present low level 
until multiple operations, and in some instances 
other methods of treatment, were resumed; this 
time in conjunction with iodine administration. 

Dr. Louis Levy (New Orleans): I think it is 
well to have shown in this particular paper that 
there are a great many goiter cases in Louisiana, 
which is outside of the goiter belt. 

In 1912, I heard a paper read before the society 
entitled “A Case of Goiter Operation and Recov- 
ery,” showing how dangerous goiter was in ordin- 
ary hands at that time. In 1912, there were in 
the hospital clinic about 20 cases of goiter that 
had been operated on by me, much to the surprise 
of many men in this Society who at that time 
thought goiter could not be operated on success- 
fully. I went to the Crile Clinic, and my inspira- 
tion comes from there, where the Crile technic 
is used. Crile has done a great deal in bringing 
his technic to a nearly perfect state. 

I feel very grateful to Dr. Ochsner for calling 
attention to iodine-fast goiter. A great deal of 
harm may be done in making the patient iodine- 
fast. ‘Cases come to us that have had numerous 
doses of iodine and we cannot tell what we are 
going to do with them when the metabolic rate 
remains persistently high in spite of iodine treat- 
ment. 

Dr. Mahorner (closing): I am sorry I did not 
have time to say more about iodine therapy in 
the treatment of goiter. It is certainly one of 
the things that has helped to reduce the mortality 
in the last few years, and I think it one of the 
recent advancements we should all appreciate. 

As regards the prolonged use of iodine in the 
treatment of toxic goiter: Jackson and Ewell, 
De Courcy, Goetsch, and numerous observers have 
contended, and nobody has denied the fact, that 
if you give the patient suffering from exophthal- 
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mic goiter iodine over long periods of time, these 
patients become iodine-fast, i. e., they do not 
react to iodine in the same manner as when it is 
first given, and when patients come to operation 
after prolonged use of iodine, they are deprived 
of the tremendous beneficial effect which they 
would have received from a short course of iodine 
before operation. 

In recent years, several other advances have 
been made in surgery of the thyroid that might 
be mentioned. One is to abstain from the use of 
anesthetics which put the patient in a sound sleep 
from which they cannot be awakened readily, and 
use a local anesthesia for the whole or part of the 
operation. Pemberton and others recommend the 
use of an anesthetic from which the patients may 
be awakened easily between lobectomies so they 
may cough or talk, and thus the surgeon may know 
if he has injured the recurrent laryngeal nerve. 
Any kind of anesthetic such as intravenous amytal 
or avertin or ether which puts the patient to sleep 
so that you cannot awaken him between lobec- 
tomies is contraindicated. Gas or local is the type 
of anesthetic to be preferred. The vocal cords 
should be checked for function before and after 
thyroidectomy. If you do not know the condition 
of the nerve on the first side and if you have in- 
jured it and proceed to the second side and injure 
that, the chances are you will lose the patient and 
anyway you deprive him of his voice for life. If 
one realizes the nerve is not functioning on one 
side, he will proceed much more cautiously on the 
sound side. 

On Pemberton’s service at the Mayo Clinic 
we used to give patients with hyperthyroidism 
amytal in 6 gr. doses by mouth before operation, 
twenty minutes before going to the operating 
room. This makes them drowsy and relieves them 
of fear and apprehension. After the operation, 
the patient who has received the amytal by mouth 
is quiet, not nauseated, and not apprehensive; 
while a patient equally toxic who has not received 
amytal by mouth has a restless and anxious re- 
action, frequently with nausea and vomiting. 

Something that has not been fully adopted down 
here yet is the use of the oxygen tent, or chamber, 
which makes a tremendous difference in thyroid 
surgery. If a hyperthyroid crisis develops, you 
put the patient in the oxygen chamber and within 
a few hours the rapid pulse, fever, cyanosis, and 
nervousness and restlessness abate and the patient 
is very much benefited. Oxygen mitigates against 
the development and progress of respiratory in- 
fections. It should be administered postopera- 


tively whenever there is cyanosis or severe hyper- 
thyroidism or when there is incipient bronchitis 
or pneumonia. 
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THE SEDIMENTATION RATE OF 
ERYTHROCYTES: 


BRIEF HISTORY AND DISCUSSION 
OF THEORIES. APPLICATION IN 
GYNECOLOGY. * 


ADOLPH JACOBS, M. D.,7 


NEW ORLEANS. 


Until Virchow’s new theory of cellular 
pathology which brought about a great 
change in medical research, the separation 
of the red blood cells from the plasma was 
known to Hippocrates and Galen as the 
crusta flogistica or crusta inflammatoria 
because of the buffy color of the separated 
plasma. This phenomenon which was con- 
sidered as a bad prognostic sign was the 
only blood symptom known and played a 
most important part until the end of the 
eighteenth century. John Hunter, in his 
treatise on the blood inflammation and 
gunshot wounds, published in 1797, men- 
tions it. He observed it in the shed blood 
of patients, blood letting being then a 
universal therapeutic measure. Johannes 
Muller and Hermann Nass continued the 
work of Hunter, and from 1830 to 1840 this 
problem still agitated the minds of inves- 
tigators. After this date, now and then, 
mention was made of this peculiarity. In 
1897, Biernacki discussed it before the Con- 
gress of Vilna and concluded that the red 
cells settle much more rapidly in non- 
defibrinated than in defibrinated blood. He 
was the first investigator to mark that the 
sedimentation velocity of the red blood cells 
was rapid in diseases. O. Claude, in 1908, 
demonstrated that a rapid sedimentation 
occurred in the anemic blood but not until 
1917, when Fahraus of Stockholm, working 
in the physiological laboratory of the 
University of Kiel, published experi- 
ments concerning the velocity of the red 
blood cells in the citrated blood of preg- 
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nant women in comparison with the non- 
pregnant, that this peculiarly neglected 
phenomenon was heralded with great en- 
thusiasm like all new procedures in 
medicine. In his article he stated that 
the velocity of the sedimentation of red 
blood cells in women is rapid. He experi- 
mented both in vitro and in vivo and 
noticed that by applying a constrictor to 
the forearm, thus isolating a portion of a 
vein and by holding the forearm vertically 
for fifteen minutes, puncturing the superior 
segment of the vein, only the plasma was 
recovered, while puncturing the inferior 
segment, blood rich in globules was 
obtained. After the publication of Fahraus’ 
findings the literature, more notably the 
German, was flooded with articles on this 
subject. In gynecology, Linzenmier and 
Maccabrium, and in other fields of medi- 
cine, Plaut, Runge, Buscher and others took 
up the work and confirmed Fahraus’ 
findings. In the United States, Friedlander 
was probably among the first to take up the 
work. 
THEORIES 

Many have been the speculations and 
experimentations concerning the various 
phases of this phenomenon and to enum- 
erate the theories advanced as to its causa- 
tion, would far transcend the scope of this 
paper. I shall, therefore, confine myself to 
the most essential points of these theories 
and to a statement of their clinical signifi- 
cance of the practical application of this 
test. 

There are four outstanding theories: 

1. Fahraus and Hoeber claim that it is 
due to a change in the electrical charge of 
the red blood cells which normally are 
charged negative, thus they repel one 
another. 

2. Plaut explains this phenomenon by 
an increased auto-agglutination which he 
thinks is due to an increased fibrinogen 
content of the plasma. 

8. Sachs attributes it to a variation in 
the stability of the plasma in which globu- 
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lin and fibrinogen are the most changeable 
components. 

4. Others claim that there is an increase 
in the viscosity of the blood and an increase 
in the specific gravity of the cells. 

DISCUSSION 

In diseases the colloids of the plasma 
undergoing dehydration and lysis are com- 
posed of larger molecules than the other 
usual colloids of the blood, thus there is a 
diminution in the cohesive power between 
these molecules making up the plasma. 
These colloids also have a greater power of 
absorption for ‘the alkaline salts in the 
plasma and thus the negative charge of the 
red blood cells is diminished which is 
conducive to a more rapid agglutination 
of the cellular elements of the blood. In 
other words, in those conditions in which 
these two colloids, globulin and fibrinogen 
are increased in the plasma, the surface 
tension of the latter is lowered with a more 
rapid agglutination of the red blood cells 
and thus a more rapid sedimentation. 
Fahraus does not attribute the influence of 
the phenomenon to either fibrinogen or 
globulin as chemical entities but attributes 
it to physio-chemical state of either. The 
followers of Hoeber showed that these 
different proteins exert different influences 
on the electrical burden of the corpuscles 
and that the negative burden is greater in 
albumin than globulin solutions, conse- 
quently if globulin replaces albumin, the 
iso-electric point is approached and a more 
rapid sedimentation occurs. Plaut’s idea 
of auto-agglutination is favored by some 
who argue that the suspension stability of 
the blood does not depend entirely on the 
specific gravity of the erythrocytes or 
the viscosity of the plasma, as shown 
by the fact that the erythrocytes of the 
fibrinated blood require four to six times 
longer to settle than do the red cells of 
citrated blood of the same person. It is 
known that the defibrination of the blood 
does not change the physical character of 
the red blood cells or the viscosity of the 
plasma. Friendlander, therefore, believes 
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that the variation in time of blood sedimen- 
tation is explained by the auto-agglutina- 
tion theory of deHaan and Plaut, especially 
since it can be noted in rapidly sedimenting 
blood that the erythrocytes take a ruleau 
formation and present clumping and the 
reason for the agglutination property of the 
red blood cells is because of their viscous 
surfaces coming in contact with another. 
When we consider these theories, the ques- 
tion presents itself to us as to why there is 
no contact between the erythrocytes in 
normally circulating blood since the red 
cells move in the normally circulating blood 
at equal distances from one another. Huber 
explains this as due to decrease or loss of 
the electrical charge of the cells. He used a 
finely constructed glass tube filled with 
diluted blood and attached both ends to 
electrodes and noted that the erythrocytes 
migrate to the anode pole which showed 
that they are similarly charged and there- 
fore repel one another to uniform distances. 
The variation in the stability in the col- 
loids of the plasma is explained by the fact 
that in diseases certain catabolic products 
formed in the tissue act upon the cell mem- 
branes of the capillaries and tissue cells, 
increasing their permeability to protein 
and it is, therefore, suggested that the 
lymph fluid is increased in protein content 
by diffusion of protein from the cytoplasm 
of the tissue which it surrounds and that 
the lymph fluid having become higher in 
protein than the normal plasma, subse- 
quently loses protein to the plasma, thereby 
increasing the total plasma protein. As a 
concrete example of experimentations along 
these lines, I might cite: Popper and 
Kreudler who fed 400 gm. of milk to two 
groups of patients. In Group I, with dis- 


eased liver cells the sedimentation time was 
rapid because the diseased liver cells allow 
to pass into the circulation, not properly 
digested proteins in the form of protamin, 
histones or peptones; in the second group 
of patients with jaundice from a mechani- 
but the liver cells not 


cal obstruction, 
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damaged, the sedimentation velocity was 
slow. 
EXPERIMENTS 

As to the particular constituent of the 
blood that is responsible for this process, 
various experiments have been made in 
order to ascertain whether it is due to 
special properties of the plasma or the red 
blood cells or both. Frosch mixed thor- 
oughly the serum of a slow sedimenting 
blood with the red cells of a rapidly 
sedimenting blood and the result was a 
slow sedimentation and vice versa. This, 
I have frequently had occasion to confirm 
in my own experience. William Starlinger 
added kaolin, which absorbs fibrogen to a 
blood whose sedimention velocity was very 
rapid and found that the sedimentation velo- 
city of the blood was diminished. By add- 
ing cholestrin on the other hand, he was 
able to obtain a rapid sedimentation. The 
addition of lecithin diminished the sedimen- 
tation velocity. Other substances that have 
the power of absorbing protein particles 
such as hydroxide of iron or other positively 
charged colloids have been added with the 
result of a diminution in the sedimentation 
velocity. Bucher and Maccabrium claim 
that the phenomenon is largely of plasma 
origin because of the fact that if the 
globules are washed and suspended in 
saline, they sediment much slower than in 
the plasma regardless of the origin of the 
blood. Linzenmier contends that, while 
both the plasma and the red blood cells 
exert a certain influence on the velocity, 
there are other substances besides fibrino- 
gen which determine the sedimentation rate 
since it is known that even after defibrin- 
ating the blood there is still a difference in 
velocity between the different kinds of 
blood. 

From the foregoing, then, one must con- 
clude that the phenomenon is not well 
understood, that the sedimentation velocity 
of the erythrocytes is influenced largely by 
a change in the protein particles and the 
diminution of the surface tension of the 
plasma whereby the red blood cells through 
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a reduction or loss of electricity undergo a 


change in their suspension stability. 
FACTORS INFLUENCING THE SEDIMENTATION 
VELOCITY OF THE RED BLOOD CELLS 


1—Age and sex. Linzenmier ranges a 
scale of the sedimentation velocity in the 
human being from the lowest in the blood 
of the umbilical cord, male, female, preg- 
‘nancy and diseases. 

2—Temperature exerts an influence on 
the sedimentation rate. High temperature 
accelerates it; low temperature retards it. 

3—Position of the tube. The more in- 
clined the tube containing the citrated blood 
to be tested, the more rapid the sedimenta- 
tion rate. Maia has carried out some in- 
teresting experiments concerning the above 
two conditions. 

4—Acceleration of the rate is influenced 
by active digestion. 

5—Buerker has shown that the sedimen- 
tation velocity is inversely proportional to 
the erythrocyte count. The more numer- 
ous the red blood cells, the slower the sedi- 
mentation and the less the red blood cells, 
the more rapid. Therefore, when drawing 
blood for the test, a constrictor should not 
be allowed to remain too long because long 
stagnation tends to increase the corpuscular 
content and allows carbonic increase in the 
blood which alters the test. This fact con- 
cerning the concentration of the red blood 
cells, particularly emphasized by the Ger- 
man workers is not properly allowed for in 
many presentations of the clinical material 
especially in this country. In many of the 
diseases discussed, anemia is not in- 
frequently present and if the effect upon 
the test is to be studied adequately, an at- 
tempt should be made to differentiate the 
effect of the secondary from the primary 
one. Rubin states that changes in cell 
concentration and cell volume affect any 
method of estimating the sedimentation 
time now in use and this should be taken 
into account when such readings are in- 
terpretated. He suggests that such errors 
produced by variations in cell concentra- 
tion could be corrected by the results being 
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expressed as the ratio between sedimenta-. 
tion rate and cell volume. 

6—Repeated blood taking from the same 
region would alter the sedimentation rate. 
This would probably have something to do 
with an increase in fibrin from frequent 
punctures. 

7—Ernest Pohle has shown that irradia- 
tion of blood with unfiltered rays influences 
the suspension stability. A certain mini- 
mum dose is required to cause a retarda- 
tion of sedimentation rate. 

8—Menstruation affects the sedimenta- 


tion velocity of the red blood cells. 


TECHNIC AND SOLUTIONS USED AS ANTI- 
COAGULANTS 


Various substances have been used as 
anti-coagulants in the study of the sedi- 
mentation test. Biernacki used calcium 
oxalate. Potassium oxalate, 3 drops of a 
20 per cent solution that is allowed to dry, 
in conjunction with the blood taking for 
specimen for blood chemistry is used by 
Cooper. Rourke and Plass recommend 1 
mg. of heparin for 5 ccs. of blood as an 
ideal anti-coagulant as it has no effect on 
the settling velocity other than keeping the 
blood from clotting. The most commonly 
used anti-coagulant, however, is a sterile 
sodium citrate in 2.5 per cent or 5 per cent 
solution. Fahraus, Linzenmier and Fried- 
lander prefer the sodium citrate. 

Several methods have been advocated in 
carrying out this test. Westergren and 
Fahraus measure the plasma column at 
various millimeter levels. Cooper and 
Rubin used different technics. They ex- 
pressed the results as the ratio between the 
sedimentation rate and cell volume. Kriele 
in a recent article describes a specially con- 
structed chamber in which the citrated 
blood is placed and examined under the 
microscope; the sedimentation time, the 
red blood cell, and the platelets count and 
the leukocyte clumping are estimated, and 
by this, he is able to differentiate between 
a pyemia and a septicemia, prognosticate 
the outcome of the disease and@éapply the 
proper treatment. 
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Linzenmier’s technic, which is most com- 
monly used, is as follows: 

With a two cc. syringe, equipped with an 
ordinary hypodermic needle and in which 
has been drawn .2 of a 5 per cent solution 
of sterile sodium citrate, the vein is punc- 
tured and the blood drawn to the 1 cc. mark. 
The citrated blood is mixed by inverting 
the syringe several times. I may add that 
in my own experience, I use .4 cc. of the 
sodium citrate and draw blood to the 2 cc. 
mark for the reason that if some of the 
blood is lost in transferring it from the 
syringe to the pipette, it would not neces- 
sitate another puncture. The citrated 
blood is transferred into a pipette, 35 mms. 
in length and 5 mms. wide and graduated 
into 6, 12, 18, and 24 mms. Blood is put 
exactly to the 1 cc. mark, then is allowed to 
stand. The time it takes for the top of the 
red blood cell column to reach the level 
of the 18 mm. mark is noted. This method 
is simple and sufficient for practical pur- 


poses. 
PRECAUTIONS TO BE OBSERVED 


1—Syringe and pipette must be per- 
fectly clean and dry. 

2—The solution of citrate must be fresh 
and sterile. 

3—The constrictor shall not be allowed 
to remain long for reasons already dis- 
cussed elsewhere in this paper. 

4—The pipette must be placed in per- 
fect perpendicular position in ordinary 
room temperature. 

5—If the reading was neglected or un- 
certain, the specimen should be mixed 
thoroughly again and another reading 
taken. 

6—If the blood coagulates it must not be 
used. This occurs if: the tubes are not 
clean or dry or have been washed in water 
containing lime salts. 

7—Blood for the test should not be taken 


sooner than two hours after a meal. 
WHAT IS THE NORMAL SEDIMENTATION TIME? 


There has been a great deal of confusion 
in the method of reporting the sedimenta- 
tion velocity. Some report the time it 
takes the top of the column of the red blood 


cell to reach a certain level; others, the dis- 
tance that the cells fall in a certain time. 
Up to the present time, there is no stand- 
ardized method. Westergren, by his 
method, considers as normal, a plasma 
column of 15 mms. in one hour. Fried- 
lander made the test on the basis of the 
time required for the sedimenting of 
erythrocytes in over 300 healthy persons, 
male and female. In the male, he found 
the sedimentation time to be from a 1000 
to 1200 minutes and from 600 to 1000 
minutes in the female. His findings differ 
somewhat from Linzenmier’s. Friedlander 
considers a sedimentation of 2 hours or 
over as normal. 


CLINICAL SIGNIFICANCE AND PRACTICAL APPLICA- 
TION OF THE TEST 


Briefly, the sedimentation time is an 
index of the degree of absorption of 
catabolic products from a bacterial infec- 
tion or degenerative tissue cells. A rapid 
sedimentation indicates pus or an inflam- 
matory process or an absorption of toxic 
substances generally. A persistent rapid 
sedimentation is indicative of a very acute 
condition. A gradual diminution in sedi- 
mentation velocity means that there is a 
gradual subsistence of the process. When 
the sedimentation becomes slow, it indi- 
cates that the inflammatory process is 
completely encapsulated and from this 
point of view, I think it is of greater 
value than the leukocyte count and the tem- 
perature chart. Not infrequently, all of us 
have encountered pelvic pathology much 
more acute than either the leukocyte count 
or the temperature indicated. When leuko- 
cytosis and fever are present, we know 
that there is an infection, but in cases 
where the physical findings and the leuko- 
cyte count suggest no complications, the 
sedimentation time is an index of the 
presence and the severity of the infection. 
A repeated slow sediméntation then is of 
value to rule out an active or latent inflam- 
matory or degenerative process. 

VALUE AS A DIAGNOSIS TEST 

The test is not a specific one. Its value 

as a diagnostic test is only relative. To 








f~- 





‘ 
= 


¥ 


a | 


Fi = ECU |S 





f= 


JACOBS—The Sedimentation Rate of Erythrocytes 


employ the test in an attempt to differen- 
tiate between adnexitis and appendicitis 
would be absurd, but it would be of value 
to differentiate between a non-complicated 
ectopic and an inflammatory disease of the 
adnexa. When the typical symptoms of 
salpingitis or ectopic are present and the 
onset of recent date, a slow rate would be 
indicative of an unruptured ectopi¢, a rapid 
rate would mean tubal infection. 
tured ectopic would give a rapid sedimen- 
tation time because of the peritoneal 
irritation by the blood and the anemia 
present. 

In pregnancy, the sedimentation does not 
become rapid until a general biological 
reaction takes place—that is, after about 
the third month, and even then the test 
could be used for differential diagnosis 
from a tumor only when there is no 
disintegration of the questionable tumor 
or the presence of an _ inflammatory 
condition elsewhere in the body. After 
an operation, the sedimentation velocity 
is rapid for two or three days, due to 
absorption from traumatism and chemi- 
cal changes due to anesthesia, then it 
gradually slows up. However, should it 
remain rapid or increase in rapidity after 
a- period of slow velocity, we are warned 
at once of an impending complication such 
as: wound infection, peritonitis, pneu- 
monia, etc. 

MYOMA 

In a simple fibroid, the sedimentation 
rate is slow, but in myoma with degenera- 
tion it is rapid in direct proportion to the 
amount and seveity of degenerative process. 

PUERPERAL SEPTICEMIA 

When the sedimentation is persistently 
rapid or of increasing rapidity, the prog- 
nosis is grave. Two examples: 

A—A woman with a post-abortal septicemia, 
admitted with a sedimentation time of 8 minutes, 
which remained rapid, died on the sixth day after 
admission in spite of all treatments. 

B—Another woman with a post-abortal septi- 
cemia and positive blood culture, was admitted 
with a sedimentation time of 20 minutes. After a 
blood transfusion and the administration of strep- 


tococcic serum, the temperature dropped from 
103° to 100° and the sedimentation rate decreased 
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to 40 minutes. Forty-eight hours after the blood 
transfusion, the temperature again rose to 102” 
and the sedimentation time to 25 minutes. Twenty- 
four hours after another blood transfusion and 
the administration of anti-streptoccic serum, the 
temperature dropped to 100° and the sedimentation 
time to 45 minutes. From this time on, the sedi- 
mentation became slower and ten days later before 
the patient left the hospital, the sedimentation 
time was 110 minutes. 
CARCINOMA 


In very early carcinoma of the cervix 
where there is no secondary infection 
present, the sedimentation time may be 
two hours or over, but a carcinoma of the 
cervix with a secondary infection will show 
a rapid sedimentation. In an advanced 
case, the sedimentation is rapid in direct 
proportion to the amount of tissue involved. 
In connection with carcinoma, I might add, 
where other factors that affect the sedimen- 
tation have been eliminated, a rapid sedi- 
mentation in a granulated and bleeding 
cervix which one may readily be led simply 
to cauterize, should always make the gyne- 
cologist suspicious of a carcinoma regard- 
less of the patient’s age. 

After application of radium, a gradual 
diminution of the sedimentation velocity 
means no further involvement or at least 
a temporary arrest. A sudden increase in 
the velocity means that the disease is pro- 
gressing. To cite a case of my own: 

A woman 26 years of age commenced radium 
treatments September, 1926. After nine months 
of periodical treatment, during which time she 
received 6000 mg. hrs. of radium, gained 29 pounds. 
At the commencement of the treatment, the sedi- 
mentation time was 25 minutes, gradually the rate 
slowed to 130 minutes. A year later, the sedi- 
mentation was 80 minutes and the patient was 
beginning to lose weight. Vaginal examination 
revealed an infiltration on both adnexal sides. 
In December, 1929, the sedimentation time was 
35 minutes. A roentgenogram of the lumbo-sacral 
region showed metastasis in the vertebrae. 


Patient died in June, 1929. 
CYSTOMAS 


In simple cystomas, the sedimentation 
velocity is slow, but in complicated or papil- 
lary cystomas, particularly in the recurrent 


type, the sedimentation time is very rapid. 
ADNEXITIS 


In the inflammatory diseases of the 
adnexae, the sedimentation test is of 
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especial value and importance from the 
fact that it serves to guide us in pending 
operations. What I mean to convey is 
that in cases in which an operation is in- 
dicated and the leukocyte count and the 
temperature are normal but the sedimenta- 
tion rate rapid, the wise surgeon will 
refrain from operating because he will 
rightly conclude that the disease is still 
active, notwithstanding the fact that the 
leukocyte count and the temperature are 
normal. Of course, in all such cases, care 
must first be taken to exclude the possibili- 
ties of other foci of infection. 

A case in point is one in which a woman, 
twenty years of age, admitted to my service for 
the third time for an inflammatory disease of the 
adnexae was persistently having a sedimentation 
time of thirty minutes. Provocative bi-manual 
examinations which revealed masses on both 
adnexal sides were not followed by either a rising 
temperature or a count above normal. A thorough 
search for some other focal infection was not suc- 
cessful for ten days until the patient complained 
of a slight soreness around the gingival margin 
in the area of the upper right canine and adjacent 
incisor teeth. Although the visual examination 
displayed healthy and clean looking teeth, roent- 
genogram disclosed apical abscesses of both teeth 
which were removed and six days later, the sedi- 
mentation time was 140 minutes. 

As to the sedimentation time which 
makes operation safe, Friedlander has 
established two hours as the minimum 


requirement. 
CONCLUSIONS 


1. The sedimentation test is more sen- 
sitive than the temperature chart or the 
leukocytic count. 

2. In gynaecology, it is most valuable 
as an indicator of the safety or unsafety 
in pending elective operations of the pelvic 
organs. 

3. In fibroids, paradoxical as it may 
seem, it is both of value and of no value. 
As an indicator of a degenerative process 
in the fibroid, the test is valuable, but it 
cannot be relied upon as an indicator of 
safety as regards an operation, owing to 
the fact that a rapid sedimentation caused 
by a degenerative fibroid does not contra- 
indicate an operation. 
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4. No curettage, Rubin test or trans- 
uterine lipiodol instillation should be under- 
taken without a prior sedimentation test 
in order to exclude definitely the existence 
of a quiescent infection. 

5. The sedimentation test can best serve 
its purpose when correlated with a clear 
history, a thorough local and general 
physical as well as laboratory examination, 
and is properly interpreted. 
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DISCUSSION 

Dr. Leopold Mitchell (New Orleans): I should 
like to emphasize the value of the sedimenta- 
tion test, particularly in inflammatory con- 
ditions of the uterine adnexa. When you are 
guided by this test, it is conceivable that you may 
withhold operation when the cause of rapid sedi- 
mentation is outside of the pelvis. If you do, 
your patient would have no cause to regret it. 
But if you went into the pelvis in the face of 
rapid sedimentation, due to inflammation in the 
pelvis, there might be plenty of reason for regret. 

As one grows more familiar with this test, it 
should prove valuable in surgical conditions out- 
side the female pelvis. I recall reading the state- 
ment that in obstructive jaundice it is the most 
valuable guide that we have as to postoperative 
bleeding. It certainly is of value as regards the 
virulence of infection. I believe in certain cases 
of appendicitis, particularly those in which it is a 
question of whether the patient should be operated 
on or whether chance would be bettered by delay, 
that it would be a valuable guide while waiting 
to determine if the patient were gaining or losing 
ground. 


Dr. Rudolph Matas: The subject presented by 
Dr. Jacobs in his paper is one of great interest 
to me, as it should be to all surgeons and, in 
fact, to all practitioners. The erythrocyte sedi- 
mentation rate as an index of the suspension sta- 
bility of the blood is a test of great clinical value 
in many pathologic states, and particularly in 
determining the hemic reactions of the organism 
to injury and infection. The subject is the more 
interesting since the value and advantages of this 
reaction have been sadly neglected, at least until 
quite recently, in our local practice and in our 
laboratories. 

Dr. Jacobs deserves great credit for doing this 
work himself in his private laboratory and in the 
midst of a busy practice. In this he has set 
an example worthy of imitation. 

The sedimentation or sinking rate of the red 
cells is only a new test or gauge of disease inso- 
far as its modern application and interpretation 
are concerned. For centuries and as long as 
bleeding was a universal panacea for all evils, 
and long before hematology had been established 
on a scientific basis, the erythrocyte sedimenta- 
tion rate was utilized in a gross empiric way as 
an indicator of disease. 

The peculiar appearance of the blood, known 
as the “buffy coat,” the “size,” by the English 
writers, the “couenne du sang” by the French, 
and the “speckhaut” by the German writers, or 
more classically, in the language of the schools, 
as the crusta inflammatoria or phlogistica, is a 
visible abnormality in the blood which conveys 
the same meaning to the clinician whether this 
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is exhibited in a cup or basin of shed blood or 
in the minute calibrated and graduated glass tubes 
of the modern laboratory worker in determining 
the sinking rate of the red corpuscles. The an- 
cient clinicians and phlebotomists of the seven- 
teenth and eighteenth centuries, and up to the 
first half of the nineteenth, attached enormous 
diagnostic and prognostic significance to the buffy 
coat long before the relation of the red cells of 
the blood, or any notion of their sinking rate, 
could have entered into their speculations as to 
the mechanism of its production. 

When the pale yellow or buff colored layer of 
fibrin appeared on the surface of the clot, or 
clotting blood shed by the phlebotomist, it was 
always interpreted as a sign of disease. Not only 
was it regarded as a positive manifestation of 
disease, but the substance (fibrin) which consti- 
tuted the “size” was regarded as the cause of the 
disease itself, the “peccant material” or materies 
morbi, which, accumulating in the blood, made 
its appearance as a floating scum on the surface 
of the clot. So great a clinician as Sydenham 
(1753), in accordance with the humoral doc- 
trines of his time, believed that the common cause 
of all febrile diseases was an inflammation of the 
blood, the pathognomonic sign of which was the 
size or buffy coat. 

And the theoretic argument in favor of blood 
letting was founded on the conception that, by 
emptying the blood vessels of their contents, the 
organism would be relieved more or less of the 
materies morbi as this was seen in the buffy coat. 

Later, with the progress of chemical and morph- 
ologic hematology, it was demonstrated that the 
inflammatory crust was not a newly formed sub- 
stance, foreign to the organism, but merely the 
coagulated fibrin separated from the rest of the 
blood (Hewson, 1772). Later still, it was shown 
that the buffy coat was due to the sinking of the 
red corpuscles before the plasma had had time 
to coagulate. 

We know, as in the past, that the buffy coat 
does not form in healthy individuals in whom the 
red cells sink slowly and uniformly with the pro- 
cess of coagulation of the plasma, the clot thus 
remaining evenly red without leaving a yellow 
fibrinous layer on the top. It was not until a 
lapse of a hundred years that this most significant 
phenomenon was again brought to light, literally 
resurrected from the dust of ages, by the re- 
searches of the great Swedish pathologist Faeh- 
raeus, who, while investigating the blood of preg- 
nant women (1916), established the relation of 
the buffy coat to the erythrocyte sedimentation 
rate. And it is only since his time that we have 
learned that the red cell sinking rate is one of the 
most sensitive reactions of the organism in the 
presence of injury and disease—comparable in 
its sensitiveness and significance to the leukocyte 
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count, though even more recognizable as a visible 
phenomenon and more constant in its manifesta- 
tion. 

In pregnancy, contrary to the rule, the in- 
creased sedimentation rate (the buffy coat of the 
ancients) is not a reaction which appears subse- 
quent to injury or disease but an indicator of a 
defensive preparedness in anticipation of the trau- 
ma, the hemorrhage, and the possible infection 
of parturition and the puerperium. 

A singular fact, which was not then interpreted 
in its true meaning, is that pregnancy is the only 
physiologic state in which the buffy coat appears 
in the blood. We now know that the erythrocyte 
sedimentation rate is progressively accelerated 
from the second to the ninth month of gestation, 
and only returns to normal after delivery and 
the puerperium. The ancients, not aware of this 
fact, bled the unfortunate women, often unmerci- 
fully, believing that they were sick, because each 
time they were bled for any reason the size ap- 
peared in the blood. 

The advent of Virchow’s cellular pathology 
(1850) was the signal for the downfall of the 
humoral doctrines which had dominated the path- 
ogeny of disease up to that time, and with this 
the universal practice of blood letting rapidly fell 
into disuse. With the suppression of phlebotomy, 
the great importance previously attached to the 
buffy coat likewise fell into unmerited oblivion. 

Dr. Jacobs has indicated and stressed the im- 
portance and the value of this reaction in gynec- 
ologic practice, and I have nothing to add to what 
he and Dr. Mitchell have said. 

It is regrettable that, despite the vast litera- 
ture which has accumulated on this subject since 
Faehraeus first brought it to light, we have been 
slow here in utilizing it in our laboratories and 
clinical practice. 

While every phase of the subject is important, 
my interest in the red sedimentation rate lies in 
a different direction than that especally considered 
by Dr. Jacobs. What particularly concerns me 
as a general surgeon is the relation of the sinking 
rate to the problem of post-operative thrombosis 
and embolism. At the present moment, when the 
causes of post-operative complications and sudden 
death from pulmonary embolism are engaging 
the attention of thinking and experienced sur- 
geons throughout the world, the significance of 
an accelerated sedimentation rate as a manifesta- 
tion of a thrombogenic predisposition in the pa- 
tient, this test becomes a matter of special im- 
portance. And why? What is the information 
which we get out of this test? Briefly, it is now 
known that in practically all cases of post-opera- 
tive thrombosis and pulmonary embolism the 
sinking rate of the red cells is very much accel- 
erated. We have also learned, when the sinking 
rate is increased to a marked degree, it signifies 
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that a number of very important changes have 
occurred in the chemistry and morphology of the 
blood. These are more or less proportional to the 
degree of injury which the organism has under- 
gone in consequence of traumatism, infection, 
and certain diseases. In general terms, it means 
that the viscosity of the blood has increased, that 
the electric charge of the corpuscular elements 
of the blood has been lowered, and that their 
normal tendency to dispersion or repulsion has 
diminished, thus favoring the opposite tendency 
to aggregation, adhesion, and clumping, which, in 
itself, disposes toward thrombosis. Coincident- 
ally with these changes, which are observed in 
all severe infections and traumatism, the alkalin- 
ity of the blood is diminished, the proteins or al- 
bumins of the blood decrease, and the globulin 
and fibrinogen content increases. The red cells 
tend to cohere in rows, or roulaux, the platelet 
count is increased, and with this they display a 
tendency to agglut’nation. As a rule, in all severe 
traumatisms in which there in much cellular de- 
struction, the calcium content is also increased. 
In a word, the blood clotting factors are increased 
in actual thrombosis and the patient, who, before 
undergoing an operation, exhibits an accelerated 
sinking rate with all the blood changes that go 
with it, is a thrombophile, and thereby a potential 
thrombopath. It does not follow that, because 
this thrombophilic state has been induced by a 
severe operation or an infection, thrombopathy 
(an actual thrombosis) must necessarily occur. 
It simply means that the patient who shows a 
markedly accelerated sedimentation rate is more 
susceptible to thrombosis than one who has a 
slow, or normal, sinking rate. The value of the 
sedimentation rate test is not so much after throm- 
bosis has occurred, but is a warning sign, a means 
of recognizing a thrombophile before he is sub- 
jected to the risk of an operation. After the 
operation, it is also important to watch the sedi- 
mentation rate as a means of estimating the 
thrombophilic effect of the operation, and the 
further liability of the patient to thrombosis. 
The test should, therefore, be adopted as a rou- 
tine measure in all pre-operative surgical states, 
side by side with the leukocyte and other hematol- 
ogic tests. The advantage of this test is its rela- 
tive simplicity and visibility. Every practitioner 
can do it in his office, as Dr. Jacobs has so well 
done, wthout the aid of a microscope. Many 
methods of estimating the red cell sinking rate 
have been devised, but all are practically derived 
from the original method of Faehraeus, which 
grades the rate of sedimentation in millimeters 
per hour on a calibrated glass tube. 


My plea is for a standardization of the technic, 
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and its general adoption as a pre-operative rou- 
tine test in all surgical clinics and laboratories. 

Dr. Walet: In our service at the hospital, we 
have made the sedimentation test a routine prac- 
tice. We try not to operate on our pelvic cases 
unless the sedimentation time is around 100 or 
120 minutes. If it is more rapid, we see that the 
cases are cooled off. We examined the patients 
after cooling process is over and have found that 
it works out well. There have been one or two 
instances which we could not explain in which the 
sedimentation rate was around three hours with- 
out acute symptom. Usually when the time runs 
along from 8 to 45 minutes, we leave the patients 
alone. 

In cases of pelvic inflammation when everything 
else before us is negative, the sedimentation test 
is a good guide. In pregnancy it is a little more 
complicated. 

Dr. Adolph Jacobs (closing): With regards to 
Dr. Walet’s statement of the sedimentation time 
being slow in one instance, where there still was 
evidence of an active inflamatory process, I could 
only state, that the precautions referred to in my 
paper of carrying out the test were not properly 
regarded. 

With reference to Dr. Matas’ discussion, I would 
like to direct those interested to a most fascina- 
ting article of J. E. R. McDonagh (Journal of Obs. 
and Gyn. of the British Empire 1925). Through 
the spectroscope, he and co-workers have observed 
innumerable split protein particles travelling in 
the plasma, which in diseases undergo dehydration 
and lysis, thus gelating, and blockating blood ves- 
sels. He claims that by giving saline and glucose 
as hydrating agents and some colloidal metal as 
an oxidizing agent, these protein particles may be 
maintained in their proper size circulating at more 
or less equal distances. 





ANGINA PECTORIS AND CORONARY 
THROMBOSIS.* 


T. D. BOURDEAUX, M. D., 


MERIDIAN, MIss. 


Angina pectoris is a symptom complex 
characterized by pain in the chest which 
usually radiates to the left shoulder and 
arm and is accompanied by a sense of im- 
pending disaster. 





*Read before the Section on Medicine at the 
Sixty-fifth Annual Session of the Mississippi State 
Medical Association, Jackson, April 13, 1932. 
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Angina is derived from a Greek word 
meaning to strangle and a strangling in 
the chest aptly describes the sensation pro- 
duced by an attack. 

Two types of angina are recognized and 
described—angina of effort and angina of 
decubitus. 

Angina of effort is precipitatel by some 
exertion or exercise, however slight. The 
patient may be entirely comfortable as long 
as he remains quiet, but begins to suffer 
pain on the least exertion. Angina of de- 
cubitus comes on with the patient lying 
quietly in bed, may be in a sound sleep; 
but as the symptoms and causes are prac- 
tically the same, no distinction will be made 
in this discussion. 

How the pain of angina is produced, what 
the underlying pathology is that is neces- 
sary for its production, is still a subject 
for argument among cardiologists, and the 
explanation offered by Sir James McKenzie 
seems to me to be most logical. He says 
that cardiac fatigue is the exciting cause, 
regardless of what the pathology present 
may be. Vaquez thinks aortitis is a neces- 
sary factor, while others think the coro- 
naries must play a part. 

The sense of constriction complained of, 
McKenzie believed, is produced by a con- 
traction of the intercostal muscles, by the 
same sort of mechanism that a rigid right 
rectus is produced by an acute appendici- 
tis—visceral reflex. While the pain usu- 
ally radiates to the left shoulder and arm, 
it is not rare for the right arm to bear the 
brunt of the attack and sometimes the cer- 
vical region on one or both sides may be 
involved. The emotional make-up of the 
patient determines how much anxiety is 
manifested. 

The diagnosis of angina pectoris is ordi- 
narily comparatively easy and it is quite 
discouraging at times to hear of doctors 
getting by with a diagnosis of acute indi- 
gestion and overlooking as grave a condi- 
tion as this and perhaps missing the op- 
portunity of rendering some real help. 
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Practically all cases of death reported as 
acute indigestion have been due to angina 
pectoris or coronary occlusion. It is almost 
as grave a mistake to err on the other hand 
and call a simple intercostal neuralgia or 
neuritis angina, for some people are more 
nervous than others and develop phobias 
easily. A patient of mine who was suffer- 
ing with a severe chest pain due to spinal 
arthritis was labelled angina a few years 
ago by one of the outstanding internists of 
the South. 

The patient with angina is usually found 
sitting or lying immobile, with an anxious 
expression, and one hand over the chest, 
or else holding the hand or arm that is 
hurting. 

The pain in the beginning is usually 
retro-sternal, but may be precordial, and, 
as said before, is found to radiate to one 
or the other hand, arm, shoulder, and may 
be the neck. The pulse may be perfectly 
normal or very irregular and too fast or too 
slow, depending on the pathology present. 
The blood pressure, too, depends on the un- 
derlying condition. : 

The diagnosis of angina should not be 
definitely made and proclaimed till one has 
had an opportunity of a thorough investi- 
gation of the circulatory system, though of 
course one can and should make a tentative 
or working diagnosis in order to be of some 
immediate help to the patient. The age of 
the patient will have some bearing on the 
diagnosis, the middle and later decades 
furnishing most of the patients, but angina 
occurs in much younger people than we 
used to think. My youngest patient was a 
man of 27 years. 

The prognosis of course depends on what 
is found in the cardio-arterial system after 
a careful physical examination, and fre- 
quently is not as black as sometimes paint- 
ed, though always serious. 

The treatment of angina may be summed 
up in a few words. For the immediate at- 
tack, mental and physical rest, nitrogly- 
cerine or amy] nitrite, and if this does: not 

















BOURDEAUX—Angina Pectoris and Coronary Thrombosis 


afford prompt relief, morphine in large 
and influential doses should be given. In 
the exceptional cases where morphine does 
not relieve, chloroform may become neces- 
sary. I kept one middle aged woman, who 
was suffering with angina, more or less 
anaesthetized with chloroform for nearly 
twelve hours before she obtained relief— 
status anginosus. At a convenient time 
after the attack is over the patient should 
have careful physical examination and be 
put on a regime that will prevent cardiac 


fatigue. 
CORONARY THROMBOSIS 


Coronary thrombosis, until recent years, 
was thought to be incompatible with life, 
but we know now that we may have many 
clinical problems due to thrombosis or oc- 
clusion of some part of the coronaries. 
Thrombosis is apt to occur in patients in 
middle or late life who already have some 
disease of the coronary arteries. 

The immediate symptoms of coronary 
occlusion are pain, usually of an intense 
character, with symptoms of shock, an ashy 
grey facies, with a cold sweat, a small 
thready pulse and a sudden drop in blood 
pressure. The pain may be referred to 
the abdomen and raise the suspicion of 
some acute surgical condition in the ab- 
domen. I have seen one such case in con- 
sultation. The pulse may be very rapid 
or very slow, depending on the location of 
the cardiac injury. A recent case of mine 
in a man 74 years old had a pulse rate of 
30. 

If the patient survives the initial blow, 
fever develops in a few hours and this is 
followed by a leukocytosis of low grade— 
11 to 15,000. During the first 24 to 72 
hours there is apt to be for a time a peri- 
cardial friction rub. The secondary symp- 
toms will depend on the size of the artery 
occluded and the amount of cardiac infarc- 
tion. We have symptoms of all grades of 
cardiac failure. If the vessel occluded is 
small and the heart is otherwise sound 
there is a good chance for the patient to 
make a fairly satisfactory recovery. The 
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prognosis, however, is always serious and 
one should be very guarded in giving an 
opinion of the outcome until he has had 
time to study the situation. 


The treatment should be absolute rest in 
bed for an indefinite period, depending on 
the severity of the attack, morphine in suf- 
ficient dosage to relieve the pain and quiet 
the patient and the administration of some 
coronary dilator. Of these, the theobro- 
mine or theocin preparations are probably 
best. Digitalis should probably not be used 
on account of the danger of rupturing the 
heart. 

To sum up, then, each case of suspected 
angina pectoris should have the benefit of 
a careful examination before a positive 
diagnosis is announced, care being taken 
not to mistake some simple condition for 
angina, and vice versa. 

There should be no difficulty in differ- 
entiating angina and coronary thrombosis 
after a few hours, and it is very important, 
for the thrombosis patient is apt to require 
a much longer rest in bed and more care- 
ful watching. 


DISCUSSION 
Dr. J. P. Culpepper, Jr. (Hattiesburg): The 
treatment of angina pectoris was first de- 


scribed by Hebredon, of the Royal College of 
Physicians, London, in 1768. The condition is 
old, we have had it for years, and we look for 
it as soon as we begin practice. It is a widespread 
condition, affecting men much more frequently 
than women. The age at onset is important be- 
cause of the fact that usually it occurs in the 
late fifties, sometimes the forties, and rather 
rarely in the thirties. 

A very interesting point that the writers bring 
out is the frequency of the disease in the intel- 
lectual classes—‘“those entangled in the toils of 
progress.” In contradistinction to coronary occlu- 
sion, it comes to men more frequently than women 
and the intellectual classes are most often af- 
fected. 

The actual cause of angina pectoris is unknown. 
There is a great deal of discussion as to the 
cause. Whether it is aortitis, coronary sclerosis, 
or whether it is from effort, we do not know. We 
know that at autopsy there is usually some cor- 
onary involvement, but in other patients where 
we find coronary sclerosis there has been no his- 
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tory of anginal attacks. 

The position of the person is important in mak- 
ing a diagnosis. They remain in a state of im- 
mobility; they are inclined to stay in the position 
they are in when the attack comes on. 

With reference to treatment, the old vaso- 
dilators of the nitrate family have been used for 
years and are still our standby. Of course we 
use morphine if the attack persists any length of 
time. Some maintain that if an attack lasts more 
than fifteen minutes, coronary occlusion should 
be suspected rather than angina because attacks 
of angina are usually very fleeting, and very often 
the attack is over before the doctor arrives. But 
* the nitrites are standby, and I think patients with 
angina should be encouraged to have them 
close by. 

I enjoyed the paper thoroughly and think it is 
a practical one for all of us because if it is true 
that angina is most frequently found in those 
under mental stress, a prolongation of the pres- 
ent depression will probably give us more cases 
of angina in the future than in the past. 

Dr. Leonard Hart (Meridian): I do not know 
of anything more important to men doing internal 
medicine than the differential diagnosis of angina 
pectoris and coronary occlusion, or some other 
reason for pain in the cardiac region. 

When a physician goes in to see a patient with 
pain in the cardiac region he must be on his 
guard that he does not make a false diagnosis. 
The patient, in the first place, is very anxious and 
very nervous. If he once gets it in his mind that 
he has a cardiac condition he is an invalid for the 
rest of his life. Whereas, if he has a cardiac con- 
dititon and you do not give him the benefit of a 
doubt and diagnose his condition wrong, you prob- 
ably will be responsible for a life. 

Personally, I look upon coronary occlusion as 
of three classes. One in which there is slight in- 
volvement of the heart—just constriction and 
pain in the region of the heart, but the patient 
is incapacitated for a short time. In the second 
class, the patient has a heart condition after a 
severe illness for awhile, with the cardinal symp- 
toms of coronary occlusion, but finally gets up 
and leads a fairly useful life. In the third class 
the patient has occlusion sufficient to cause defi- 
nite pain and is incapacitated on account of the 
cardiac condition. I have made it rule, where a 
patient is able, to get him to an electrocardio- 
graph as soon as possible and have a tracing made 
to see how much of the heart muscle is involved, 
because in that condition I think we can then give 
a man a better outlook for his future activities. 
We cannot pick up with the stethoscope the 
amount of muscle involvement; we have to have 
mechanical means to aid us in saying how much 
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damage has been done to the heart. We do not 
get anywhere by guessing. 

There is another class of these cases which 
concerns me a little bit, and that is those patients 
who have a constriction in the chest followed by 
a dull pain, after exercise. When these men come 
to me to be examined I always make it a rule to 
test the dorsalis pedis action. In a diabetic condi- 
tion the patient may have severe pains in the cardi- 
ac region and absence of pulsation of the dorsalis 
pedis artery in the dorsum of the foot, and there 
will be a serious outcome. But by getting the 
man under proper regime and proper diabetic 
treatment, you may get him in good shape. If 
you neglect him the process will go on and on. 
That is a small point I always use in examining 
heart cases, to see whether the dorsali pedis 
artery is pulsating or not. If it is not, I always 
consider the case as serious. Occasionally when 
we get a man to the city we have a roentgen ray 
made of the blood vessels of the legs to see how 
far the arteriosclerosis has advanced and how far 
we are from a gangrenous condition. Very often 
you will find the first symptom of which these men 
complain is pain and slight constriction in the 
cardiac region. This warning often goes unheeded. 


These people do not realize their danger. If 
you let them go on there will be definite occlusion 
and probably serious trouble. 

As to treatment, in all cases of severe pain in 
the chest I supplement the morphine with the 
Parke-Davis tablet—scopolamin, morphine and 
dionin, and very seldom does it refuse to act. 

Dr. P. W. Rowland (University): Dr. Bour- 
deaux’s paper is very timely. Pneumonia can no 
longer be called the “Captain of the men of 
death.” It is now heart disease, speaking gen- 
erally; more specifically, coronary thrombosis. I 
am interested in you boys between forty and fifty; 
am just a little beyond the higher figure, so am 
not so much concerned about myself. You have 
to learn that the heart at forty can not do the 
work of the heart at thirty, nor the heart at fifty 
that of the heart at forty. You have got to check 
up on your mental and physical activities. 

I want to speak particularly of one feature of 
coronary thrombosis that seems to me to have 
a bearing on the rapidity of its progress, and 
also upon its ultimate outcome. The coronary 
vessels, unlike the other systemic vessels, receive 
their blood supply at the moment of cardiac re- 
laxation, by the systole of the aorta pushing the 
blood back upon the closed aortic valve. . Now 
if these valves are damaged so as to permit of 
free regurgitation into the left ventricle, then 
the coronary arteries.do not receive the proper 
supply of blood to sustain the heart; this is in 
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addition to the occlusion of the arteries, whether 
at their point of origin, or in any one or more 
of the branches. We then have anoxemia, pro- 
gressive malnutrition of the heart muscle, which 
means cardiac failure. The angina is the result 
of the anoxemia, and, to my mind the severity 
of the attacks may, in some measure, at least 
be taken as an indication of the progress of the 
\ cardiac decompensation. Now if I have made 
myself clear, what shall we say as to the treat- 
ment? The treatment of the angina and of the 
thrombosis are, of course, two different things. 
For the relief of the anginal attacks, the nitrites 
and morphine certainly, but what of the under- 
lying condition. 

To my mind the underlying factor in all forms 
of cardiac failure is malnutrition of the cardiac 
muscle, and the only drug that offers any hope of 
success in the treatment is digitalis. Rest and 
digitalis. 

My understanding of the action of this drug 
in cardiac decompensation, is this. Since the 
utilization of glycogen is absolutely essential to 
the rhythmic contraction of muscle, I assume that 
cardiac failure is due to the inability of the heart 
muscle to utilize glucose. 

I think digitalis is stored in the heart muscle, 
and, owing to its high molecular concentration, 
slowly undergoes chemical reduction, forming 
compounds with the proteins of the muscle, and, 
as a result of this chemical reduction the tone 
and contractility of the heart muscle are in- 
creased, thus enabling the heart to consume more 
glucose, thus overcoming malnutrition, and bring- 
ing about what we are pleased to call recupera- 
tion of the heart muscle. 

Dr. Allan Eutis (New Orleans): I only wish 
to emphasize certain points the doctor brought out, 
more especially the symptoms referable to the 
abdomen. 

In coronary thrombosis we quite frequently 
find enlargement of the liver and leukocytosis. 
If the pain is referred to the epigastrium these 
patients are frequently operatd on for gallbladder 
disease, especially if jaundice is present. 

In my experience, every case of angina pectoris 
sooner or later becomes a case of coronary throm- 
bosis, and I believe we make a mistake in using 
the term “pseudo” angina. I think true angina 
should be considered a serious proposition and the 
treatment should be preventive. Therefore any 
condition that tends to bring on an attack of 
angina should be guarded against. The case of 
mental excitement that Dr. Bourdeaux speaks of 
Yeminds me of an interesting case we had, in 
which exposure to cold would bring on an attack. 
The man getting up to go to the bathroom at 
night would have an attack of angina, and coming 
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out of a warm restaurant to the street, he would 
have an attack. If he had gastric distention it 
would bring on an attack. This man had had 
these frequent attacks for five years. He was on 
total compensation. We had quite a fight with 
the insurance company because they said he could 
not have angina so long and live. He finally died 
of coronary thrombosis. 

Regarding the treatment of coronary throm- 
bosis as well as angina, we have had remarkable 
results from the use of diathermy. I do not apply 
it myself, but refer the patients to one thoroughly 
familiar with the technic of diathermy. To 
cite one case: a woman was brought to Touro 
with coronary thrombosis and pulmonary infarct 
with pneumonia following this. Subsequently she 
had an embolism in the spleen and emboli in the 
kidneys. Diathermy applied over the heart re- 
lieved the pain and she was given treatments twice 
daily for about a week. She is living and in 
excellent health, We changed her mode of life, 
of course. I think we should change our idea 
that coronary thrombosis is necessarily fatal. One 
of the complications in this case was the forming 
of mural thrombi in the ventricle that became 
emboli. A patient may have an attack of coron- 
ary thrombosis and in two weeks have a paralytic 
attack from an embolus. These patients should 
be kept absolutely quiet in bed for two weeks, 
and possibly for two months. 

One point regarding the diagnosis of angina 
pectoris. In a number of the anginas I have seen 
there is more or less myocardial insufficiency, 
and I rely a great deal on the cardio-respiratory 
test, advocated by Frost. In every case I have 
seen we found insufficient rise in blood pressure 
following the cardio-respiratory test. 


Dr. T. D. Bourdeaux (closing): Just one 
word I want to say about digitalis. I do not 
want a wrong impression to go out. I believe 


just as much in digitalis for the decompensat- 
ing heart as Dr. Rowland. The only excep- 
tion is where they have an infarction, and with 
a weak point in the heart muscle it is doubtful 
whether it should be given. There is at least a 
theoretical danger of rupturing the weak point 
in the heart, and most of the cardiologists will 
caution you about the use of digitalis. Some 
recommend using it in guarded doses. I never 
knew what a “guarded” dose of digitalis was. 
I feel we want to give it for the effect. It has 
been my practice in acute cases to try to keep 
them quiet with morphine, and then later on if 
the heart shows too much fatigue I put them on 
digitalis. But in early cases, while the infarction 
is acute, I doubt the wisdom of giving digitalis 
in these cases. 
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THE INCREASING INCIDENCE OF 
AMEBIC DYSENTERY AS A 
WARNING FOR MORE 
THOROUGH STUDY 
OF DIARRHEAS.* 


J. G. ARCHER, M. D.+ 
GREENVILLE, MIss. 


For the last few years amebic dysentery 
has been on the increase. At one time it 
was said to be an endemic disease of the 
tropical and subtropical zones, but since 
the advent of easy and constant travel and 
the enormous shipping in industry of vege- 
tables together with frequent fertilization 
of gardens with human excreta, amebic 
dysentery has spread even into the colder 
parts of the temperate zone. No section 
of this country is free from it and we in 
our clinic are seeing more and more cases 
as times goes on. The fact that it is 
becoming more wide spread and more 
prevalent is certainly a warning that all 
cases of diarrhea must be considered 
amebiz dysentery until proven otherwise. 


Chisholm! reported 24 cases occurring 
in the State of Colorado from 1926 to 1930 
and explains the more frequent occurrence 
in temperate climates as follows—that 
observers in temperate climates have 
become more familiar with the disease 
and recognize it more easily, and that the 
improved methods of transportation which 
have taken place have been a causative 
factor in disseminating the disease. 


In a survey of amebic dysentery in 
Chicago in 1929 by William and Geiger? 
they reported having examined 1148 per- 
sons all of whom were food handlers and 
found a surprisingly large proportion har- 
boring pathogenic ameba. Twenty-seven 
carriers and two actively infected were 
found. They further state that there were 
33 deaths from amebic dysentery in 
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Chicago between 1921 and 1927. The in- 
crease in amebic dysentery in Chicago they 
concluded from their survey was due to a 
number of factors: First, the greater 
stress being placed on medical zoology in 
the college curriculum; second, the im- 
proved clinical laboratory examinations; 
third, the increased migration from the 
Southern to the Northern States; and 
fourth, the report of their cases as a 
stimulus toward more thorough examina- 
tion of diarrheal stools. 

Lewis*® in a recent article stated that 
amebiasis or infection with endameba his- 
tolytica is more prevalent in the United 
States than was once thought, being rather 
common especially in the warmer climes 
of the country, and that it is universally 
accepted that from 8 to 10 per cent of the 
population as a whole is infected with 
ameba, but that the large majority of in- 
fected individuals complain of nothing to 
indicate the disease, yet these chronic or 
carrier patients do suffer some ill effects 
and are a menace to others. 

In June, 1930, Leibly,* in a most inter- 
esting article, wrote that in view of the 
increasing incidence of amebiasis through- 
out the United States as had been pointed 
out by Kofoid, Dowling, Smithies and 
others, it is desirable to realize the im- 
portance of this disease, no longer tropical 
and the occasional accidents met with in 
its treatment. The Gulf and Pacific Coast 
States still lead with the greatest number 
of infections but it is surprising to note 
the great number of carriers in Philadel- 
phia as reported by De Revas and Fife, 
and in Chicago as reported by Smithies. 

In reviewing the statistics of cases of 
amebic dysentery reported in the State of 
Mississippi for the last ten years, I find 
that 1,109 were reported from 1922 to 1925; 
from 1925 to 1928, 2,029 were reported ; and 
from 1928 to 1932, 3,223 were reported. 

In our series of some 44 cases extending 
over a period of ten years in the last four 
years we have had a decided increase. From 
1922 to 1925 we saw only two cases, those 
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two being seen in 1922 and not any in 1923 
or 1924. From 1925 to 1928 there was a 
slight increase in that we saw six cases. 
From 1928 to 1932, that is to say, for the 
last four years, we have seen 36 cases of 
amebic dysentery. 

It is rather interesting to note that in 
this series there were 13 females and 
31 males. The ages ranged from five to 
64 years. Four cases occurring in children 
less than ten, and six in youths between the 
ages of ten and 20 years. 

Manson-Bahr and Tait® based a report 
on a rather exhaustive study of 150 cases 
occurring in nine years, making the state- 
ment that this is a disease of adult life, 
that they had never seen it in children, 
and that it was rarely ever contracted 
before the tenth year. 

In 1927, Musser,* in his survey of 
51 cases, reported three cases under 
21 years of age, two were 19 and one 
was 15, and states that the disease is ex- 
tremely rare in patients under 18 years 
and over 60 years, and a clinical curiosity 
in a child. However, Jones and Turner’ 
in 1929 reported the disease in two two- 
year olds, a six-year old, and a three-year 
old. 

We have found that this disease occurs 
in all walks of life, in school children, 
housewives, farmers, railroad employees, 
financiers, physicians, and common laborers. 
In other words, no matter what the social 
standing, no one is immune. 

If we look further we find that this group 
covers quite a wide territory—in the Green- 
ville district, extending as far south as 
Hollandale, some 30 miles; as far east as 
Itta Bena, 50 some odd miles, and as far 
north as Cleveland, about 45 miles; that 
two were Italians, two Mexicans, four 
negroes and two from out of the State, one 
from Louisiana and one from Arkansas. 

All were discovered on the first stool 
examination except eight. Our method is 
to give magnesium sulphate and to examine 
three stools if necessary. The stools are 
always examined immediately after they 
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are passed. A protoscopic examination is 
always made and a swab taken from one™ 
of the ulcers. Brown® says that the stools 
should be examined while warm and several 
stools examined. In fact, he advises a 
series of three examinations on successive 
days and states that this will discover 
98 per cent of cases if ameba is present. 
He feels that the second most useful aid to 
diagnosis is the proctoscopic examination 
which reveals the punched out ulcers with 
normal mucosa between, and that swabs 
should be taken from the base of the ulcers. 

In 16 of our cases the leukocyte count 
was 10,000 or over and only in four did 
we find a secondary anemia; one of these 
had malaria, one pellagra and one car- 
cinoma of the colon. One might conclude 
from this report that the blood count 
has no diagnostic bearing upon amebic 
dysentery. 

Another interesting point to note is that 
the temperature may range from normal 
to 102° or more. 

The symptoms complained of by our 
patients extend over periods of from three 
to six years. In the acute stage the out- 
standing symptoms were of course frequent 
stools, some having only four or five stools 
daily, whereas others had as many as 
30 or 40. One patient stated that his 
bowels moved almost every 15 or 20 
minutes, so that he had no idea how many 
stools he was having. Together with this, 
pain and griping were usually complained 
of and two outstanding symptoms were a 
terrible griping in the rectum and straining _ 
at stool. A great many stated that as soon 
as they ate anything they had to go to 
stool immediately. Some had a great deal 
of tenesmus, there was considerable loss of 
weight in several, one patient having lost 
as much as 40 pounds in four or five 
months time. 

The attitude of the patient is strange, 
for he always wants to establish the fact 
that he is sure his bowels are upset be- 
cause he knows he has eaten something 
that has disagreed with him. One of these 
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patients said his trouble started after eating 
ham, one said he knew his was due to eat- 
ing hot tamales, and one said his was due to 
eating vegetables. Little did they realize 
how right they were and why. 

Brown? says the organisms are disbursed 
by two main channels, food and water, that 
food may be infected by washing it with 
polluted water. He further states that 
food may be directely infected by direct 
contamination if those who handle foods 
harbor the parasite. The conclusions drawn 
by Stuart® are that the human carrier so 
far as is known at present is the only 
practicable reservoir and dissemination is 
brought about by direct contact, contam- 
ination of vegetables eaten raw, distribu- 
tion by certain athropod vectors as flies, 
cockroaches, and possibly by the use of 
infected water. The work of Wenyon and 
O’Connor shows that the cysts of the 
endameba hystolytica apparently do not 
withstand drying. In the presence of mois- 
ture, however, they continue viable for a 
long period, surviving at least a month in 
polluted water, the less concentration of 
sewage the longer the survival. These 
authors also found that chlorinated lime 
(1 part to 700,000) had no action on the 
cysts and that free chlorine in 1-10,000 
concentration failed to kill in four hours. 
It is said, however, that a 1 to 200 cresol 
solution is the only safe chemical disinfect- 
ing agent. 

The various conditions complicating our 
cases were acidosis in one, pulmonary 
tuberculosis in one, malaria in one, pel- 
lagra in two, carcinoma in one, syphilis in 
two and one patient was pregnant. 

A well marked, well defined case of 
amebic dysentery is quite easily diagnosed 
by means of the microscope but this ease 
of diagnosis is not always met with in the 
chronic cases, so that frequent protoscopic 
examinations and frequent stool examina- 
tions are most necessary and most valuable. 
It is very easy to be misled by people, 
especially those who always make light of 
their condition and give a history of having 


eaten something a few days previously with 
a resulting diarrhea and the discomfort and 
inconvenience that goes with it. If these 
patients develop later the so-called inter- 
mittent diarrhea which is rather typical of 
amebic dysentery and eventually become 
chronics they are indeed much harder to 
cure than if they are diagnosed and treated4 
during the acute stage of the disease. 

And let me emphasize my plea right 
here that all cases of diarrhea should be 
looked upon at least as possible amebic 
dysentery, until absolutely proven other- 
wise, 

Kaplan, Williamson and Geiger’® state 
that careful examination of freshly ob- 
tained specimens of feces should be made 
in all diarrheas and in cases of colitis 
showing bloody mucus. Brown"! goes so 
far as to suggest routine examination of 
stools. 

SUMMARY 

1. We are cognizant of the reports of 
different men scattered all over the United 
States showing a definite increase in 
amoebic dysentery. 


2. A series of some 44 cases treated in 
our clinic has shown an increase of the 
disease in our section in the last four years. 
That in this series, though amebic dysen- 
tery is said to be a clinical curiosity in a 
child, four cases are reported in children 
less than 10 years, and six in youths be- 
tween the ages of 10 and 20 years. 

3. It is generally recognized that at 
least three stool examinations should be 
made and in addition a protoscopic ex- 
amination. 

4. In conclusion, let me repeat that the 
increasing incidence of amebic dysentery 
is a definite warning for a more thorough 
study of diarrheas. 

BIBLIOGRAPHY 

1. Chisholm, A. J.: 
27 :250-256, 1930. 

2. Williamson, C. S. & Gaiger, J. C.: A survey of 
amebic dysentery in Chicago, J. A. M. A. 92:528-531, 1929. 


8. Lewis, J. S.: Amebiasis with special regard to its 
laboratory diagnosis, Texas J. Med. 27:316-319, 1931. 


Amebic dysentery, Col. Med. 








Ve <a ae 








ARCHER—The Increasing Incidenoe of Amebic Dysentery 


4. Leibly, F. J.: 
ulative actin in amebic dysentery, Am. J. M. Sc. 179 :834- 
839, 1930. 

5. Manson-Bahr, P. and Tait, C. B. V.: 
tomatology of intestinal amebiasis, Lancet 2 :1028-1032. 


Fatal emetin poisoning due to cum- 


On the symp- 
6. Musser, J. H.: 
174:1, 1927. 

7. Jones, P. H and Turner, R. H.: 
phonic acid in the treatment of amebic dysentery, J. A. M. 
A. 93:583-586, 1929. 

8. Brown, P. W.: The nature, incidence and treatment 
of endamebiasis, J. A. M. A. 86:457-462, 1926. 

9. Stuart, M. A.: General considerations of amoebic 
dysentery and endamebic carriers from the viewpoint of 
a naval surgeon, U. S. Naval Bull. 26:411-438, 1928. 

10. Kaplan, B., Williamson, C. S. and Geiger, J. C.3 
J. A. M. A. 88:977-980, 


Amebiasis, Am. J. of Med. Sc. 


Iodixyquinolin sul- 


Amebe dysentery in Chicago, 
1927. 
11. Brown, P. W.: The diagnosis 


Med. Clin. of N. Amer. 15:207-215, 19381. 


of endamebiasis, 


DISCUSSION 

Dr. F. M. Acree (Greenville, Miss.): Dr. 
Archer’s warning is, I think, very timely. He has 
shown you that ameba histolytica is on the in- 
crease. His work at the clinic in Greenville covers 
quite a large territory—a territory with a radius 
of fifty to seventy-five miles. The increase, as 
he has told you, is not only in our local region, 
and evidence of its widespread distribution is 
given by Reed, Anderson, David and Leake, writ- 
ing in the Journal of the American Medical Asso- 
ciation (January 16), in which article they say: 

“Reports on the epidemiology generally agree 
that amebiasis is found almost all over the world, 
that its incidence is highest in tropical regions 
or where conditions of moisture, warmth and de- 
fective hygiene favor easy transfer, and that it 
is widely distributed over the United States.” 

Practically all of Mississippi, and certainly all 
of the Delta, offer these favoring conditions. 

Dr. E. C. Faust, Professor of Parasitology at 
Tulane University, writing in the 19th Annual 
Report of the Medical Department of the United 
Fruit Company on “The Diagnosis of Entamoeba 
Histolytica,” says: 

“It needs to be emphasized, however, that in 
the Orient, in the southern United States, and in 
Panama, in which regions the writer has had con- 
siderable experience in making fecal examinations, 
there are large numbers of the population who are 
continually passing cysts, without showing any 
active dysentery.” 

As to the importance of amebiasis, and as a 
further incentive for you to heed the warning 
that Dr. Archer has brought to you, I quote Dr. 
William James of Panama, who has had many 
years of experience in a country where amebiasis 
is almost epidemic, and certainly endemic at all 
times. Writing on “Human Amebiasis due to 
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Infection with Entomoeba Histolytica” in the 
Annals of Tropical Medicine and Parasitology - 
(August, 1928) he says: 

“Like other protozoan infections, that of the 
entamoeba follows a protean course. It may be 


_ fatal in a short time; it may be severe for a 


longer or shorter time; it may become chronic, 
with alternating periods of dysentery and con- 
stipation, or with constant passage of unformed 
stools; it may be mild and cause but little dis- 
comfort; ulceration of the large bowel, quite ex- 
tensive, may be present without giving rise to 
symptoms; and an infection with nucleated cysts 
as the end stage of the cycle may be in force 
without any indication of ulceration or of dysen- 
tery. 

“The severity of the infection may be apparent 
in the physical condition of the patient, who is 
emaciated and greatly distressed by the fre- 
quency of the bowel movements. The localization 
of the ulcers may give rise to severe dysenteric 
symptoms without emaciation, and ulceration may 
be present in the upper part of the bowel without 
severe or even without appreciable clinical symp- 
toms of dysentery, while the general health of 
the patient is steadily declining. 

“At the present time I am firmly convinced that 
insofar as Central and Northern South America 
is concerned, entamoeba histolytica infection is 
responsible for a very large proportion of obscure 
gastrointestinal troubles which are not manifest- 
ed by diarrhoea or dysentery as the cardinal 
symptoms. 

“Any parasite that is said to infest from 5 to 
20 per cent of the general population deserves 
interest, and we are here considering one that is 
responsible at times for a disease that is as pro- 
tean in its symptomatology as syphilis itself, and 
considered by many reliable authorities as chronic 
and as difficult of eradication. 

“Almost any gastrointestinal condition may be 
and is simulated, from simple indigestion to ob- 
struction and cancer.” 

Dr. R. M. Donald (Moorhead): To my mind 
the most interesting thing that has been brought 
out, of all the interesting points in his paper, 
is the spread of this condition which we have 
heretofore called tropical dysentery. It is no 
longer “tropical” dysentery, and the fact that 
it is being spread all over the country is no 
doubt due to the continuous and extensive use 
of raw foods, and to the rapid transportation of 
people and property under modern conditions. 

Dr. Archer mentions the possibility of contami- 
nation of food by the house-fly. I am sure that 
must play an important part in the transmission 
of the disease. A very interesting point in that 
connection is the fact that flies carry the infect- 
ing material in their bodies and distribute it for 
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many hours after having fed on this sort of 
material, and although these cysts when elimi- 
nated from the fly’s body dry rapidly, and they 
do not show much resistance to dry heat, still I 
am sure that the house-fly is an important agent 
in the transmission of this disease. 

You will note the increase of the incidence of this 
disease following the overflow of 1927, and it is 
worth while to wonder if possibly the overflow might 
not have had some part in that increase in his 
cases. I would like to know what Dr. Archer thinks 
about that. It seems a sound view, and especially 
when you notice the addresses of the people given 
in the other tables. Although many were not in 
the overflow territory, the majority of them 
seemed to be from the area of the Delta that was 
affected by the overflow. 

I hardly think it is in good taste to mention 
this, because treatment is not being considered. 
but I am reminded of the fact that we have had 
a little experience with a remedy called anayodin, 
which contains a rather large percentage of iodine, 
in organic combination, and we have had some 
worthwhile results. 

Dr. C. R. Stingily (Meridian): I have no doubt 
but what there is a growing interest in amebic 
dysentery all over the country. Dr. Donald brought 
out a point in which I am interested. I am also 
wondering what influence the incidence of the 
overflow had on the increase reported. Personally, 
I have not seen an increase. I am doing labora- 
tory work and make quite a few examinations. 

When we come to think about it, we are taught 
by the protozoologists that there are more than 
5,000 different types of this organism. Many of 
us have them in our mouths, probably not patho- 
genic, and it is a wonder to me that we should 
not find cysts more often than we do, even though 
they are not pathogenic. Certainly, examination 
of stools for the diagnosis of amebic dysentery 
is not possible by any six weeks’ trained techni- 
cian. It is one of the most difficult examinations 
we have confronting us in the laboratory. I have 
found ameba in stools where I could not deter- 
mine to my own satisfaction whether I was deal- 
ing with entameba histolytica, coli, or even gingi- 
valis. The gingivalis inhabits the mouth and 
I think it is a source of error in the correct diag- 
nosis. People err in statistics sometimes, and I 
think that accounts for Dr. Lewis’ high incidence. 
I do not believe that 10 per cent of the people 
are infected with ameba histolytica, either cystic 
or the vegetable form. And when we come to 
think about the sources of error, and the fine 
technic required to make the diagnosis, it is 
no wonder that sometimes we are in error. If I 
am not mistaken, Dr. Lewis’ work was based on 
his examination of soldiers during the recent war. 
We know that a good many protozoologists were 
made over night during the war, and they may 


have been dealing with some other organism than 
the histolytica. 

Dr. W. S. Leathers (Nashville, Tenn.): I am 
very much interested in Dr. Archer’s paper and I 
wish to present some facts which have been ob- 
tained by investigation along this line in Tennes- 
see. Doctor Meleney in my department at Vander- 
bilt Medical School has been working on amebiasis 
for the past three years and the points which \ 
shall mention are based upon his work. 

During the past three years in a study of in- 
testinal protozoa and intestinal helminths as many 
as 31,000 fecal examinations have been made. 
Specimens have been collected from different 
parts of Tennessee, including a majority of the 
counties. The study in general shows that from 
8 to 28 per cent of those examined were infected 
with endamoeba histolytica, the average being 
17.5 per cent. Of course, this does not mean that 
these people have active amebic dysentery; they 
were in reality carriers. The cyst which is the 
carrier stage may, however, become active al- 
though this does not occur so frequently as one 
would expect. In this study active amebic dysen- 
tery was not found prevalent. 

It may be of interest to note that 74 families, 
white people, with a population of 374 persons 
showed 38 per cent infection (cysts). This may 
be looked upon potentially as constituting a pub- 
lic health problem. According to age distribu- 
tion the infection was found as follows: under 4 
years, 20 per cent; 5-9 years, 23 per cent; 15 
years of age and over, 40 per cent. The younger 
the person the lower the incidence according to 
these findings. One-fourth of this group gave 
a history of clinical dysentery sometime during 
the preceding ten years but it was not possible to 
correlate these symptoms with amebic dysentery. 
The workers were of the opinion that it was of 
the bacillary type. It is possible to confuse bacil- 
lary dysentery because of the presence of cysts 
with amebic dysentery. 

In this connection a study was made to find out 
how the disease spreads and laboratory studies 
were conducted upon chickens, rats, dogs and 
flies. None of these seemed to be concerned with 
transmitting the disease with the exception of 
flies, a few flies showed cysts in the intestines. In 
some families the mother, because of the fact that 
she handles food for the group, may be the focus 
of spread. 

It is possible that the amebic cysts maintain a 
symbiotic relation with bacteria and under certain 
conditions may become activated. Investigations 
are being carried on from this and other points 
of view. 

Dr. Archer (closing): The increase of ame- 
bic dysentery has stimulated closer study of lesions 
outside the gastro-intestinal tract. There has 
been reported a case in which there was a large 





in il i iin i ae” ioe 








WEIss—Memorial Services for 1931-1932 Deceased Members 


ulcer of the abdominal wall following an appen- 
dectomy, which proved to be an amoebic infec- 
tion. Another case of amebic infection of the 
skin seen in a Chinese farmer and spoken of as 
amebasis cutis has been reported, and lastly 
the organism has been demonstrated in the testes 
of a man who had suffered with chronic diarrhea. 





MEMORIAL SERVICES FOR 1931-1932 
DECEASED MEMBERS* 


C. A. WEISS, M. D., 
BATON RouGE, LA. 


Officers and members of the Louisiana 
State Medical Society : 

What an honor and privilege it is for 
me to be permitted to stand here with 
bowed head and pay this humble tribute 
to the memory of our deceased members. 
May this wordy tribute to our departed 
members ring not with a pretension to elo- 
quence but may it be permeated with a 
true feeling of sincerity. 

Every funeral, every memorial, every 
tribute is for the living an offering in com- 
pensation of sorrow. When the light of 
life goes out there is a new radiance in 
eternity and somehow the glory of it re- 
lieves the darkness which is left behind. 

Never a death but somewhere a new life, 
never a sacrifice but somewhere an atone- 
ment, never a service but somewhere and 
somehow an achievement. 

Service, achievement, loyalty and devo- 
tion are attributes of true friendship and 
gauged by these virtues the physician is 
undeniably a true friend to mankind. Serv- 
ice under the most trying circumstances. 
Achievement, often when all hopes seem 
lost. Loyalty to prince and pauper alike. 
Devotion to the highest sense of duty, actu- 
ated by lofty ideals and principles. 

Robert Louis Stevenson has said of the 
doctor: “He is the flower (such as it is) 
of our civilization; and when that stage 
of man is done with, and only remembered, 
to be marvelled at in history, he will be 





*Read before the House of Delegates, Louisiana 
State Medical Society, New Orleans, May 9, 1932. 
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thought to have shared as little as any in 
the defects of the period, and most notably 
exhibited in the virtues of the race. Gen- 
erosity he has, such as is possible to those 
who practice an art, never to those who 
drive a trade; discretion, tested by a hun- 
dred secrets; tact, tried in a thousand em- 
barassments; and what are more impor- 
tant, Herculean cheerfulness and courage.” 

It gives us solace to know that our de- 
parted confreres possessed these virtues, 
and instilled them into their daily practice, 
practicing the gentle art of healing accord- 
ing to the loftiest and most ethical dictates, 
and leaving for us an excellent example to 
emulate. 

Being but human and subject to the frail- 
ties of humanity they may have had their 
faults and weaknesses, but who of us can 
afford to criticize the shortcoming of our 
fellow-man without emphasizing our own 
failings. Given their same opportunities, 
could we have done the task as well? 


They gave all that man can give, not 
under the tumultous flare of trumpets nor 
urged on by stern command, but quietly, 
persistently, mercifully. They fought 
against the ravages of that relentless ene- 
my of humanity—disease and suffering— 
constantly trying to soothe the pains, heal 
the wounds and prolong the lives of those 
entrusted to their care. 

Today we have suspended our routine 
activities for a few short moments to com- 
mune with them, to do them honor in a 
final tribute to their memory—to their 
comradeship. “To extoll to the world their 
virtues, their beneficence. To place a final 
wreath of appreciation and esteem, en- 
twined with our kindest thoughts upon the 
monument to their memory. Therefore, 
let us resolve to spread the record of their 
good deeds during their all but too short 
a period of useful life upon the pages of 
our memories; that we paint their meri- 
torious qualities in the most brilliant colors 
on the record of time; and consign to ob- 
livion their infinitesmal shortcomings. 








424 


“For he was a scholar and a ripe and good 
one 

Exceeding wise, fair spoken and persuad- 
ing.” 


Dr. CLAUDE C. ALLUMS 

The professional career of Dr. Claude C. 
Allums, 55 years of age, came to an abrupt 
ending at his home in Ringgold, La. Dr. 
Allums was born in Red River parish (Tip- 
ton’s Mill) December 4, 1876, attended the 
public schools in that community and later 
was graduated from the University of Ten- 
nessee in 1899, passing the state medical 
board that same year. Later he took post- 
graduate courses at Tulane University and 
Mayo’s Clinic. He suffered for some seven 
or eight years from thrombo angitis obli- 
terans (Buerger’s disease), and one of the 
most interesting papers ever read at a med- 
ical convention was read by him—concern- 
ing his own affliction—at the Fourth Dis- 
trict Medical Society meeting in Shreve- 
port, March 5, 1929, following which, he 
was elected president of the society. He 
was a member of the American, Southern, 
Tri-State, and Bienville Parish Medical So- 
cieties; the Masonic and Shrine Orders 
and the Baptist Church. He is the father 
of five children—three boys and two girls. 
In his untimely passing, his community 
and the medical fraternity have suffered a 
distinct loss. 


Dr. ARISTIDES AGRAMONTE 

Dr. Aristides Agramonte, of New Or- 
leans, Louisiana, was an honorary mem- 
ber of the Louisiana State Medical So- 
ciety. For thirty years he was professor 
of bacteriology and experimental pathology 
at the University of Havana Faculty of 
Medicine and Pharmacy. Heé died in New 
Orleans, August 18, 1931, of heart disease 
and bronchitis, at the age of 63. Dr. Agra- 
monte was born in Cuba in 1868. His fam- 
ily emigrated to New York, where he at- 
tended the public schools and graduated 
from New York University in 1886, and 
from the College of Physicians and Sur- 
geons of Columbia University in 1892. He 
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entered the medical corps of the U. S. 
Army in 1898, and, in 1900, along with 
Walter Reed, James Carroll, and Jessee La- 
zear was appointed a member of the U. S. 
Army board which was sent to Cuba to con- 
duct a clinical and experimental investiga- 
tion of the cause of yellow fever, which 
board eventually proved for the first time 
that yellow fever was transmitted to man 
by the bite of the mosquito Stegomyia fa- 
ciata. Dr. Agramonte’s chief part in this 
investigation was to perform the necrop- 
sies and the gross pathologic work, and for 
this the United States Congress, in 1929, 
granted him a Congressional Medal and a 
pension. Following the work of the com- 
mission and on the establishment of the 
Republic of Cuba, he remained in Havana, 
where he was a member of the Yellow 
Fever Board of Havana, for many years 
a member of the National Board of Health, 
and, from 1902 to 1909, Secretary and later 
Chairman of the Board of Infectious Dis- 
eases of Havana. He was president of the 
Cuban National Medical Congress in 1917, 
and of the Havana Clinical Society, 1915- 
1917, and a member of other scientific so- 
cieties. At a recent meeting of the Pan- 
American Medical Association he was ap- 
pointed chairman of the Fourth Congress 
which will meet in New Orleans in 1932. 
He was the author of many scientific pa- 
pers on tropical disease. Recently Dr. Agra- 
monte was called to New Orleans to organ- 
ize a department of tropical diseases in the 
New Medical School of Louisiana State 
University. 
Dr. JASPER J. BLAND 

Dr. Jasper .J...Bland of Vinton,. Lou- 
isiana, was born in 1851 and died in 
Beaumont, Texas, on March 31, 1932. 
He was graduated from the School of Med- 
icine, Tulane University, in 1882. Dr. 
Bland was a native of Pelahatchie, Mis- 
sissippi, and was educated at the Univer- 
sity of the South, Sewanee, Tennessee. He 
was a member of the Calcasieu Parish 
Medical Society until his retirement in 
1930. 
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Dr. J. N. BLUME : 

Dr. J. N. Blume of Arcadia, Louisi- 
ana, was born in 1874, and was grad- 
uated from the Memphis Hospital Med- 
ical College in 1903. He was a member 
of the Louisiana State Medical Society, and 
American Medical Association. Dr. Blume 
was Secretary-Treasurer of Bienville Par- 
~ ish Medical Society at the time of his death, 
April 25, 1932. He was fatally injured 
when his coupe was struck by a freight 
train. Dr. Blume was candidate for Bien- 
ville parish coroner in the recent primary 
and was defeated by a few votes. He took 
an active part in promoting vaccination 
for smallpox and diphtheria and instigated 
work in public schools of the parish. He 
is survived by his wife, a daughter, and a 
stepdaughter. 


Dr. PHARES ALLAN BOYKIN 

Dr. Phares Allan Boykin was born in 
Richland Parish in 1873 and died April 3, 
1932. He was graduated from the Univer- 
sity of Alabama School of Medicine in 
1898, and in 1902 he located in Jeanerette 
where he soon built up a large practice. 
Dr. Boykin was married in 1904 to Miss 
Charlotte Duvall of Baton Rouge. He was 
prominent in Masonic circles, and was a 
veteran of the Spanish-American war, be- 
ing a member of Anthony Muller Camp 
No. 8, of New Iberia. He was also a 
Fellow of the American Medica] Associa- 
tion. 


Dr. J. ERNEST BROWN 

Dr. J. Ernest Brown, of Lake Provi- 
dence, was born in 1878. He was gradu- 
ated from the Atlanta College of Physi- 
cians and Surgeons in 1901. He was a mem- 
ber of the Louisiana State Medical Society 
and the American Medical Association. He 
died on May 7, 1932. Dr. Brown is sur- 
vived by his widow, one son, one daughter, 
three sisters, and five brothers. 


Dr. ROBERT DOUGLAS 
Dr. Robert Douglas, of Shreveport, La., 
was born in 1885, and was graduated from 
Tulane University Medical School in 1919. 
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Almost since the time of his graduation he 
was connected with the Highland Clinic, © 
where he devoted himself solely to internal 
medicine. Dr. Douglas was a past presi- 
dent of the Shreveport Medical Society. He 
was also chairman of the Caddo Parish Ci- 
tizens’ Health Committee, directing and 
handling the anti-malaria campaign. Dr. 
Douglas died on July 23, 1931. He was a 
member of the Shreveport Medical Society 
and the American Medical Association. 


Dr. ALBERT LIVINGSTON EAST 


Dr. Albert Livingston East, prominent 
physician and planter of East Baton 
Rouge, died April 23, 1932, at his planta- 
tion home near Zachary after an illness 
of several months. Dr. East was 56 years 
old and was born and reared in the parish, 
having lived at the plantation home his en- 
tire life. He was the son of Augustus L. 
East and Arabella Long East. Dr. East 
was graduated from Tulane University in 
1899. He was a leader in community af- 
fairs and commanded the admiration and 
respect of all who knew him. Surviving 
him are his widow, who was formerly Miss 
Annie Young; two daughters; three sons; 
one brother, Dr. S. T. East of Norwood; 
and one sister, Mrs. John W. Piker. 


Dr. JAMES BIRNEY GUTHRIE 


Dr. James Birney Guthrie, of New Or- 
leans, La., was born in 1876, and was the 
son of the late James B. Guthrie and Clara 
Merrick. He was graduated from Tulane 
University, School of Medicine, in 1900. 
Dr. Guthrie was instructor in medicine 
from 1900-1906, assistant professor of med- 


-icine from 1906-1912, and professor of clin- 


ical medicine from 1912-1930, at his alma 
mater. At the time of his death he was 
professor of the principles and practice 
of medicine at the Louisiana State Univer- 
sity Medical Center. Dr. Guthrie was a 
Fellow of the American College of Physi- 
cians; served during the World War; was 
a senior visiting physician to Hotel Dieu 
and the State Charity Hospital; and con- 
sultant in medicine at Touro Infirmary. He 
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died in New Orleans on March 8, 1932, of 
heart disease. He was a member of the 
Orleans Parish Medical Society and the 
American Medical Association. 


Dr. ROBERT GARNETT HAWKINS 


Dr. Robert Garnett Hawkins, of Palmet- 
to, La., was born on October 24, 1862, and 
died on June 17 1931. He attended Louisi- 
ana State University and Soule Business 
College. In April, 1890, he was graduated 
from the Department of Medicine, Sulane 
University, and immediately began the 
practice of his profession in Northeastern 
St. Landry Parish, where he resided up to 
the time of his death. Dr. Hawkins was 
highly esteemed by his numerous patients 
and friends, and was a humanitarian in 
every sense of the word. He was a mem- 
ber of the Masonic Lodge of Melville, La., 
and also a member of Palmetto Camp, 
Woodmen of the World. 


Dr. SARA E. HUCKABAY 
Dr. Sara E. Huckabay, of Pleasant Hili, 
La., was born in 1884. He was graduated 
from Tulane University in 1923 and was a 
member of the Shreveport Medical Society. 


Dr. WYNBURN BENJAMIN LAWTON 


Dr. Wynburn Benjamin Lawton, of Mi- 
ra, La., was born in 1868. He was grad- 
uated from the Memphis Hospital] Medical 
College in 1894. He was a member of the 
Shreveport Medical Society and the Amer- 
ican Medical Association. 


Dr. BENJAMIN A. LEDBETTER 
Dr. Benjamin A. Ledbetter, of New Or- 
leans, La., was born in 1868. He was grad- 
uated from the Medical Department of Tu- 
lane University in 1892. He was President 
of the Louisiana State Medical Society in 
1912, and was Chairman of the Commit- 
tee on Public Policy and Legislation for 
several years. Dr. Ledbetter was a mem- 
ber of the Orleans Parish Medical Society, 
of the American Medical Association, and 
formerly a member of the State Board of 

Health. He died on May 15, 1931. 


WEIss—Memorial Services for 1931-1932 Deceased Members 


Dr. FRANCIS BERKELEY LUCKETT 
Dr. Francis Berkeley Luckett, of Alex- 
andria, La., was born on Sunny Isle Plan- 
tation in Rapides Parish on December 19, 
1879. He received his medical education 
at Tulane School of Medicine, from which 
institution he was graduated in 1910. He 


was later connected with the United Fruit , 


Company and practiced in Honduras for 
five years. In 1912 he was married to Miss 
Jessie Liskow. Dr. Luckett moved to Alex- 
andria several years ago and practiced 
there until his death on January 1, 1932. 
He was affiliated with both the Rapides 
Parish and Eighth District Medical Soci- 
ties, and a regular attendant upon their 
meetings. 


Dr. ROBERT CLYDE LYNCH 

Dr. Robert Clyde Lynch, son of Dr. Will- 
iam and Minerva Maitlen Lynch, was born 
in Carson City, Nev., September 8, 1880. 
When he was three years of age his fam- 
ily moved to New Orleans and he received 
his early education in the public schools 
there, and was graduated from Tulane Uni- 
versity Medical School in 1903. After prac- 
ticing general medicine for two years in 
Natchitoches, he studied the specialties of 
Ophthalmology and Otolaryngology, first in 
New Orleans, until August, 1906, and then 
in London, Paris, Vienna and Freiburg, un- 
til 1907. Early in his career Dr. Lynch was 
associated with the late Dr. A. W. De- 
Roaldes and on the death of the latter was 
named Surgeon in Charge and in 1930, 
Surgeon in Chief of the New Orleans Eye, 
Ear, Nose and Throat Hospital. He was 
Professor of Otolaryngology in the Post- 


-Graduate School of Medicine of Tulane 


University and Consultant in Otolaryngol- 
ogy in the Touro Infirmary. For several 
years he had served as a member of the 
Editorial Board of the Archives of Oto- 
laryngology and as a collaborator on sev- 
eral other medical journals. He was a 
member of the New Orleans Medical As- 
sociation, the American Medical Associa- 
tion, the American College of Surgeons, 
and the American Academy of Ophthalmol- 
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ogy and Otolaryngology; President (1924) 
of the American Bronschoscopic Society and 
a Fellow of the American Laryngological, 
Rhinological and Otological Society. He 
is survived by his widow, Amanda Genin 
Lynch, and by two sons, Mercer Genin 
Lynch and Robert Clyde Lynch, Jr. Out- 
standing among his professional accom- 
~ plishments as a laryngologist especial men- 
tion must be made of his brilliant surgery, 
wide and varied experience and unusually 
successful results in malignant neoplasms 
of the larynx. Many of these operations 
were done under suspension of laryngo- 
scopy with instruments and apparatus 
which he had revised and perfected. Asa 
clinician and special surgeon and as a lucid 
and forceful teacher in laryngology, he 
achieved national recognition and distinc- 
tion. He was equally distinguished for his 
kindliness of nature, his charitable serv- 
ice and for his thoughtfulness toward his 
friends. He was only 52 years of age, and 
was in the most useful period of his splen- 
did professional career and had the respect 
and love of his colleagues wherever he 
went. 


Dr. SAMUEL M. LYONS 


Dr. Samuel M. Lyons, of Sulphur, La., 
was born in 1869 and died on June 19, 
1931. He was graduated from the Medi- 
cal Department of Tulane University in 
1884. He was a member of the Louisiana 
House of Representatives from Calcasieu 
Parish, and for many years was prominent 
in public life of his parish, having served 
as a member of the police jury, as tax 
assessor and coroner. He leaves four sons 
and one daughter; Dr. Shirley C. Lyons 
and Dr. Kyle M. Lyons of New Orleans, 
Dr. Samuel B. Lyons of Beaumont, Lucien 
Lyons of Sulphur and Mrs. Packet Clark 
of Baton Rouge. He was a member of the 
Calcasieu Parish Medical Society. 


Dr. TILDEN H. MADDEN 
Dr. Tilden H. Madden was born near 
Newton, Scott County, Mississippi, August 
3, 1874, the son of E. J. Madden and Ma- 
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thilda Finley. He was graduated from 
high school at Newton, Mississippi. He at-- 
tended Louisville Medical College and Mem- 
phis Hospital & Medical College, and was 
graduated from the latter institution in 
1901. Dr. Madden located at Jonesboro, 
Louisiana, where he practiced until 1906. 
He then moved to Antioch, Louisiana, 
where he practiced for four years. From 
there he went to Aycock, Louisiana, where 
he continued to practice until the time 
of his death which occurred on Sep- 
tember 3, 1931. He was a member of the 
Claiborne Parish Medical Society. 


Dr. WILLIAM H. MORGAN 


Dr. William H. Morgan, of Keatchie, 
Louisiana, was born in 1872. He was 
graduated in 1895 from the University of 
Virginia Department of Medicine at Char- 
lottesville. On February 27, 1932, at the 
age of 60, he died in a sanatorium at 
Shreveport of carcinoma of the right lung 
with metastasis to the brain. 


Dr. HENRY T. NICOLLE 

Dr. Henry T. Nicolle, of Baton Rouge, 
La., was born July 14, 1882, near. Convent, 
Louisiana. He was graduated in 1906 
from the Tulane Medical School and in- 
terned at Charity Hospital. He was mar- 
ried to Miss Sophie Fontana in 1909. Dr. 
Nicolle served several years in the army, 
both as Lieutenant with the American Ex- 
peditionary Forces on the Mexican Border 
and as Major with the Army of Occupa- 
tion in the World War. He was director 
of the Laboratory and Physiotherapy De- 
partment at Our Lady of the Lake Sani- 
tarium, Baton Rouge, La., for the past six 
years. Dr. Nicolle was best known locally 
for his activity in pathological research, 
and for the inaugurating of intensely in- 
teresting and instructive monthly clinico- 
pathological meetings at Our Lady of the 
Lake Sanitarium. In commemoration of 
his memory these meetings were called the 
Dr. Nicolle Clinico-Pathological Meetings. 
He was a member of the East Baton Rouge 
Parish Medical Society, the Sixth District 
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Medical Society, and the American Medi- 
cal Association. He died on August 3, 
1931, from cerebral hemorrhage, and is 
survived by his wife and six children. 


Dr. JAMES FRANCIS O’LEARY 

Dr. James Francis O’Leary, of Shreve- 
port, was born in 1847. He was graduated 
from the Bellevue Hospital Medical Col- 
lege of New York in 1873. He was a mem- 
ber of the Shreveport Medical Society and 
the Louisiana State’ Medical Society, and 
also a Confederate veteran. He died on 
April 19, 1932. 


Dr. J. ALBERT PRICE 

Dr. J. Albert Price, of Plaquemine, La., 
was born in Lafourche Parish, July 28, 
1874, and died March 15, 1932, of apoplexy. 
Dr. Price received his early education in 
the public schools of Terrebonne Parish. 
After his father’s death he studied telegra- 
phy and worked in that capacity for the 
Southern Pacific Railroad some four years. 
From 1895 to 1899 he was a cadet at Lou- 
isiana State University, winning the medal 
for the highest average for his first year, 
and was ranking officer of his class for the 
subsequent three years. After completing 
his junior year there, he matriculated at 
Tulane Medical College in 1899. He was a 
successful competitor for the position of 
extension student in 1900 and served one 
year. He was also later an attachee of the 
Charity Hospital, and a former member of 
the Kappa Sigma Fraternity. Dr. Price 
returned to Lafourche Parish where he 
practiced medicine in Lockport successfully 
for a number of years, later moving with 
his family to Plaquemine, where he was 
appointed the first director of the Iberville 
Parish Health Unit. He was a member of 
the Knights of Columbus, Louisiana State 
Medical Society and Iberville Parish Medi- 
cal Society. 


Dr. GEORGE A. PENNINGTON 

Dr. George A. Pennington, of Madi- 
sonville, La., was born in 1873 and died 
on March 8, 1932. He was graduated from 
Tulane University School of Medicine in 
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1900, and was a member of the St. Tam- 
many Parish Medical Society. 


Dr. ROLLAND ARTHUR STEWART 

Dr. Rolland Arthur Stewart, of Frier- 
son, La., was born in Livingston County, 
Missouri, December 24, 1873. His parents 
were Judge Charles Stewart and Sarah 
Fell Stewart. He was a graduate of the 
Chillicothe, Missouri, High School and 
Chillicothe Business College. On Febru- 
ary 17, 1897, he was married to Alma Ra- 
vis of Brookfield, Mo. In 1903 he entered 
the University Medical College of Kansas 
City, Mo., from which he was graduated in 
1907. Following his graduation, he located 
in Frierson, La., where he was very suc- 
cessful in the practice of medicine until 
his death which occurred Octoer 20, 1931. 
Dr. Stewart was a man of exalted charac- 
ter and real worth. 


Dr. LOUIS GREY STIRLING 

Dr. Louis Grey Stirling, of Baton Rouge, 
La., was born February 8, 1862, in West 
Feliciana. He was graduated from the Tu- 
lane Medical School in 1894, and interned 
at Touro Infirmary 1893-4. In April of 
the year 1894 he started practice in Baton 
Rouge, and on December 9, two years later 
he was married to Miss Alma Mansur. 
Dr. Stirling was ex-president of the East 
Baton Rouge Parish Medical Society, and 
ex-vice president of the Louisiana State 
Medical Society. He was a member of the 
City Council, 1902-6, and had been a mem- 
ber of the physicians of the state prison 
since 1900. He was Past Master of St. 
James Lodge F. and H. M., was a member 
of the East Baton Rouge Parish Medical 
Society, and at the time of his death, which 
occurred December 19, 1931, was perma- 
nent Chief of Staff of Our Lady of the 
Lake Sanitarium. 


Dr. WILLIAM VANNAH TAYLOR 
Dr. William Vannah Taylor, of Olla, La., 
was born in Holly Springs, Mississippi, on 
May 22 1850, son of Dr. William Vannah 
Taylor 2nd and Mary Cornelia Jarratt. He 
received his early education in the schools 
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of Memphis, Tenn., and St. Louis, Mo., and 
was graduated in medicine from the Mem- 
phis School of Medicine in 1872. He was 
married to Miss Sarah Frances Davis in 
1873. Dr. Taylor was a “gentleman of the 
old school,’”’ much loved by the people of 
Catahoula, LaSalle and Caldwell parishes 
where he practiced during the greater part 
of his lifetime. He died on October 21, 
1931, at the age of 81, and is survived by 
five children. Dr. Taylor was a Knight 
Pythias, and a loyal member of parish med- 
ical societies, being the original founder 
of the LaSalle Parish Medical Association 
of which he was secretary until his death. 


Dr. BAXTER L. THOMPSON 
Dr. Baxter L. Thompson, of Jena, La., 
was born in 1863, and died on May 1, 1931, 
of heart disease. He was graduated from 
the Medical Department of Tulane Uni- 
versity in 1884, and was a member of the 
LaSalle Parish Medical Society. 


Dr. ZACHARY TAYLOR YOUNG 
Dr. Zachary Taylor Young, of New Or- 
leans, was born November 22, 1884, at 
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Ville Platte, Louisiana, and died in New 
Orleans on May 9, 1932. In 1911 he was 
graduated from the Medical College of Tu- 
lane University, and became a_ general 
practitioner at Opelousas. Twelve years 
ago he came to New Orleans for a post- 
graduate course in eye, ear, nose and throat 
work and has specialized in this branch 
of medicine here since then. His parents 
were Z. T. Young and Valentine Archenard 
Young. He is survived by his widow and 
six children. 

To their families we extend our heart- 
felt sympathy; they have lost a precious 
loved one, we have lost a real friend and 
highly esteemed colleague. 

They walk no more in our midst as tan- 
gible physical beings. We miss their fa- 
miliar faces, and harken no more to their 
wise words of counsel and medical discus- 
sions at our assemblies. But they are still 
with us in spirit, and long will our hearts 
respond to our memory’s stimulation of 
their former presence with a silent but fer- 
vent prayer for their everlasting peace- 
fulness. 





ONE-HALF OF U. S. PHYSICIANS AT PEAK 
OF PROSPERITY HAD INCOMES OF LESS 
THAN $3,800, SURVEY REVEALS.*—In the 
boom year, 1929, one-half the physicians of the 
United States received a net income of only $3,800 
or less, while more than 21,000 practitioners—15 
per cent of all the physicians in the United States 
—derived less than $1,500 from their professional 
activities, and more than 4 per cent lost money as 
a result of their year’s work, according to figures 
based on an exhaustive study of the incomes of 
physicians in the United States contained in a 
report made public November 24. 

The report states that although a number of 
physicians have exceptionally large incomes, it 
was found that a larger proportion of physicians 
have inadequate incomes than have members of 
any other professional group. 

Physicians’ incomes declined 17 per cent in 1930, 
the first year of the depression, according to the 
report. Comparative figures for the first three 
months of 1931 disclosed a still larger drop in in- 
come, and the author states it cannot be doubted 
that as the year progressed physicians’ incomes 
continued to recede. 

The report, “The Incomes of Physicians,” by 
Maurice Leven, Ph. D., to be published by the 


University of Chicago Press, is the 24th study made 
by the Committee on the Costs of Medical Care 
in Washington, a non-governmental organization, 
which on November 29th at a meeting in New 
York City will issue its Final Report with recom- 
mendations based on its exhaustive five-year in- 
vestigation of the problem of providing “adequate, 
scientific medical care to all the people, rich and 
poor, at a cost which can be reasonably met by 
them.” 


The Committee’s Final Report, to be made pub- 
lic before the National Conference on the Costs 
of Medical Care at the New York Academy of 
Medicine on that day, is being anticipated with 
the greatest expectancy by both medical practition- 
ers and the general public. 

Incomes of Physicians in Cotton Belt Dropped 
50 Per Cent During First Year of the Depression. 
General practitioners felt the effects of the first 
year of the depression more severely than special- 
ists, according to the report, which cited estimates 
that their net incomes were reduced by 20 per 
cent, while those of specialists dropped only 13 
per cent. 


*Committee on the Costs of Medical Care. 








430 Editorials 


NEW ORLEANS 


Medical and Surgical Journal 
Established 1844 


Published by the Louisiana State Medical Society 
under the jurisdiction of the following named 
Journal Committee: 
Roy B. Harrison, M. D., Ex-Officio 
For one year: John A. Lanford, M. D. 
For two years: S. M. Blackshear, M. D. 
H. W. Kostmayer, M. D., Chairman 
For three years: W. H. Seemann, M. D., 
Randolph Lyons, M. D., Secretary 


EDITORIAL STAFF 
John H. Musser, M. D................-.00-- Editor-in-Chief 











Leon S. Lippincott, M. D Editor 
Willard R. Wirth, M. D Editor 
H. Theodore Simon, M. D Associate Editor 
Jacob S. Ullman, M. D.................. Associate Editor 


D. W. Jones, M. D Associate Editor 


COLLABORATORS—COUNCILORS 
For Louisiana For Mississippi 
H. E. Bernadas, M.D. J. W. Lucas, M. D. 
Daniel L. Silverman, M.D. L. L. Minor, M. D. 
C. C. DeGravelles, M. D. M. W. Robertson, M. D. 


; Thomas J. Brown, M. D 
W. H. Browning, M. D. lon , M. D. 
J. B. Vaughan, M. D. Willie H. Watson, M. D. 


H. Lowry Rush, M. D. 
J. H. Slaughter, M.D. Jos, E. Green, M. 7s 
D. C. Iles, M. D. 


W. H. Frizell, M. D. 
J. H. Landrum, M. D. D. J. Williams, M. D. 





Pam T.. Talbot, Wh. Dinccnnccceccsececses: General Manager 
1430 Tulane Avenue 


SUBSCRIPTION TERMS: $8.00 per year in 
advance, postage paid, for the United States; $3.50 
per year for all foreign countries belonging to the 
Postal Union. 


News material for publication should be received 
not later than the twentieth of the month preced- 
ing publication. Orders for reprints must be sent 
in duplicate when returning galley proof. 

THE JOURNAL does not hold itself responsible 
for statements made by any contributor. 

Manuscripts should be addressed to the Editor, 
1430 Tulane Avenue, New Orleans, La. 





THE VENEREAL DISEASES 

The briefly summarized observations of 
a physician who has devoted much time 
to the problems of the venereal diseases 
both in America and Europe, as noted in a 
recently completed tour of Germany, 
Czechoslovakia, Great Britain and Bel- 
gium might be of more than passing in- 
terest. In these countries the drugs most 
frequently employed for the treatment of 
syphilis are neoarsphenamine and bismuth, 


very occasionally only is mercury or. old 
salvarsan employed. The treatment on the 
whole does not carry with it the careful 
general medical examination which is em- 
ployed in the best types of clinics of this 
country. Cisternal puncture is only rarely 
performed, lumbar puncture being the 
method of choice to secure spinal fluid in 
order to gauge treatment. A new form of 
lumbar puncture needle is on the market 
in Germany consisting of a very fine 
double cannula needle. Both are advanced 
almost into the meninges and the inner 
and finer of the two is entered into the 
subarachnoid space. 


In Germany and Great Britain the lead- 
ing clinicians believe that syphilis is on the 
decrease as result of the freedom, acces- 
sibility and thoroughness of treatment. 
Prophylactic accessibility is exemplified 
in Berlin by the thousand or more treat- 
ments given monthly in the official First 
Aid stations. In this country also pro- 
phylactic packets containing calomel oint- 
ment and argyrol are on sale in slot 
machines and are said to be sold in large 
numbers. In Germany: marriage advice 
bureaus are established but most medical 
men deem them superficial and unscien- 
tific. The problem of criminal abortion in 
Germany has reached enormous propor- 
tions. Many physicians are advocating the 
performance of abortion on “social indica- 
tions,” but the possibilities of such a pro- 
cedure are regarded with fear and appre- 
hension by thoughtful physicians. The 
treatment of venereal diseases in two Con- 
tinental countries, Germany and Czecho- 
slavokia, is a part of the general health in- 
surance scheme. Treatment is carried out 
in many centers entirely by private 
physicians who are paid by the Health De- 
partment so much for each case treated. 
In some cities the treatment is centralized 
in clinics. In Great Britain the treatment 
of venereal diseases is a special service not 
included in the insurance scheme. In Bel- 
gium dispensaries are provided for the 
free treatment of syphilis but the private 
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physician may also receive compensation 
from the Government for the care of these 
cases. 

The most important observation concern- 
ing the problems of gonorrhea is the very 
general desire on the part of European re- 
search workers, clinicians and health 
« authorities to have some central agency 
which can collect information about the 
work on gonococcal infection that is being 
done in different countries. In this way it 
would obviate loss of money, time and ef- 
fort which are wasted in projects which 
have already been gone over elsewhere. Ap- 
parently discouragement over the problems 
of gonorrhea, cheerfulness about the con- 
trol of syphilis are the dominant themes in 
the minds of physicians in the countries 
visited by the reporter quoted briefly in the 
above paragraphs. 





GASRIC ULCER AND DIET 


The increasing knowledge of the im- 
portance of the diet in the production of 
gastro-intestinal syndromes is well exem- 
plified by a recent article, which demon- 
strated the common occurrence of gastric 
ulcer in experimental animals which were 
fed diets deficient in vitamin B (B:). The 
diet of the average individual has long been 
held responsible for the production of many 
types of gastric, and to a lesser extent, 
intestinal disturbances. It has long been 
appreciated that certain foods, improperly 
prepared dishes, and over-eating are cap- 
able of producing hyperacidity, diarrhea, or 
what not. The symptoms of these con- 
ditions have been attributed entirely to 
disturbance of function produced by the 
gross dietary errors. It has remained for 
the experimentalist to note that diets, which 
are deficient in these nebulous and for the 
most part invisible substances known as 
vitamins, are capable of producing actual 
pathologic changes in the alimentary tract. 
Thus an absence of vitamin A in the diet 
will produce epithelial disturbances, which 
are held accountable for the gastro-intesti- 
nal symptoms associated with this type of 
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vitamin deficiency. The ration which is 
deficient in vitamin B (B:) is capable: of 
producing gastric ulcer as has been shown 
recently by Dalldorf and Kellogg, who 
studied a series of 64 animals whose diets 
lacked vitamin B complex and vitamin C. 
In these very carefully controlled experi- 
ments the animals to the number of 73 per 
cent which were fed this ration were found 
to have ulcerations of the gastric mucosa, 
whereas the controlled group was found to 
be free from gastric lesions. Seventy-four 
such ulcers were noted, and eight of these 
were of the chronic indurated type, which 
resembled the chronic peptic ulcer of man. 
The acute lesions were minute, punched out, 
necrotic areas in the gastric mucosa, and 
they could only be observed with the micro- 
scope. The size of the lesion would be com- 
parable to that of man if difference of the 
size of organs is considered. | 


This contribution is interesting because 
it adds to the known pathology of vitamin 
deficiencies, and is also of considerable in- 
terest because of the implication that peptic 
ulcer may depend upon lack of certain 
elements in the food. The deficiency in the 
diet may not depend upon an actual lack of 
the vitamin substance in the diet, but to 
the minimal amount rather than the opti- 
mal quantity in the ordinary food rations of 
an individual who may have a constitutiorial 
susceptibility to gastric ulcer. 





MEDICAL ECONOMICS 


The growing interest and the ever in- 
creasing attention that the medical man is 
paying to the problems of the practice of 
medicine is undoubtedly, in part, one of the 
bi-products of the present depression. That 
such is the case is to be expected, but it 
must be realized also that these problems, 
which are coming into focus at the present 
time, existed a long time prior to the pres- 
ent depressed state of the country. Diffi- 
culties in practice, and new schemes to do 
away with such troubles, were discussed 
even in the flush times of three years ago. 
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Exemplifying the interest that the pres- 
ent day profession is taking in these ques- 
tions is the current special section devoted 
to medica] economics in the Journal this 
month. The first two presentations show 
what the problem is in New Orleans and 
how the medical profession of the City is 
attempting to obtain a square deal in the 
practice of medicine. These sections prop- 
erly belong under the Orleans Parish 
Transactions, but because of their extreme 
importance it was feared that the readers 
not interested in the doings of the Orleans 
Parish Medical Society might miss them, 
and they are, therefore, included in the 
special section. The third part of the sec- 
tion has to do with a plan that has been 
proposed in Georgia to counteract one of 
the phases of difficulty in practice that re- 
quires no comment. The fourth section is 
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concerned with the report of the Committee 
on the Costs of Medical Care, a study which 
was started some years ago and which, 
with a large expense and great deal of 
effort, has collected a tremendous amount 
of fact finding information, with the in- 
terpretation of which we believe the aver- 
age medical man will disagree. Even if 
the medical practitioner who will have the 
opportunity of scrutinizing this report is 
not in accord with the findings, he must 
not forget that the members of the Com- 
mittee are extremely high minded individ- 
uals who have sincerely attempted to lessen 
the burden on both the practitioner and his 
patient. One of the interesting features of 
this report, the work upon which was be- 
gun in 1926, with Dr. Ray Lyman Wilbur 
as Chairman, is the implication of the Com- 
mittee members that state medicine is not 
practicable. 





MEDICAL ECONOMICS 


REPORT OF THE MEDICAL FORUM 





The Medical Forum presents herewith the re- 
port made to it on October 27, 1932, by a Com- 
mittee consisting of Doctors Emmett Irwin, 
Chairman; Emile Bloch, A. Mattes, E. L. Leck- 
ert, Maurice Couret, J. G. Harz, Val H. Fuchs, 
and M. B. Boebinger. The report follows: 

On October 21, 1932, this committee went into 
the question of abuse quite thoroughly and after 
considerable discussion have outlined abuses to be 
classified as follows: 

I. Abuse by Profession (Hospitals, Professions 
and Individuals). 

II. Hospital Abuse. 

A. Federal (Hospital). 
1. Sweet Bill (Its harm to organized 
medicine). 
2. Marine Hospitals. 
3. Regional (Veterans) Hospitals. 
4. Federal Compensation. 
B. State Hospitals. 
1. Individual abuse. 
2. Emergency abuse. 
3. Compensation abuse. 
4. Political abuse. 
5. Private nursing (Charitable cases). 
C. Private Hospitals. 
1. Improper facilities for receiving pa- 
tients. 


2. Abuse to patients. 
3. Hospital fees. 

D. Clinic abuse. 

III. Welfare abuse. 

A. Child Welfare. 

B. Industrial Insurance. 

C. Parish Health Units (Local, State, Na- 
tional). 

IV. Medical Schools. 

V. Clinics without proper Social Service De- 
partments. 

VI. Compensation and Insurance Companies 
(Stipulated Low Fee Schedules). 

VII. School Boards and Their Welfare Or- 
ganizations. 

VIII. Boards of Health (State and City). 

IX. Advertising within the Law. 

The next and greatest and most difficult of all 
was considered the question of the best and prop- 
er means of remedying these abuses. 

II. Hospital Abuse. 

This may be said to be due to laxity on the 
part of the profession itself, upon the great pub- 
licity given the public regarding the supposed high 
cost of medical and hospital care. It is practiced 
by both private, state, and national institutions 
and is due in particular to the lack of desire on 
the part of these institutions to properly investi- 
gate the social status of patients admitted to these 
institutions, and which can largely be corrected 
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if the individual physicians connected with these 
hospitals will be alert in reporting the individual 
cases to the authorities. 

A. Federal Hospitals. 

1. A digest of the Sweet bill should be ob- 
tained and the Orleans Parish Medical Society in 
conjunction with the State Medical Society should 
voice their disapproval of this act and report this 
action to the committee at Washington, D. C. 
The forty-eight state medical societies should be 
circularized and the American Medical, Southern 
Medical Associations, the American College of 
Physicians and the American College of Surgeons 
should be requested to urge reconsideration of 
this bill with regard to the grave injustice done 
to private institutions and to the medical profes- 
sion, locally and nationally, insofar as it refers 
to the granting of free care and attention to ex- 
service men for conditions which they did not re- 
ceive in the line of duty. 

2. Marine Hospitals. Contact with medical 
societies and Hospital Councils in all cities where 
Marine Hospitals may be located requesting them 
to join us in petitioning the Public Health Serv- 
ice for relief from the unfair competition with 
the profession and private institutions, in locali- 
ties where efficient service is rendered by the local 

rofession and private institutions. These insti- 

tutions are being jmposed upon by the Veterans’ 
Bureau by unloading upon them veterans for hos- 
pitalization and other treatment, thus depriving 
private hospitals and physicians of cases which 
should justly be theirs. 

3. Regional (Veterans) Hospitals. 

These institutions are accepting patients, it is 
understood, who justly are not deserving of care 
by the Government. This refers in particular to 
the hospitalization of veterans for conditions not 
received in the line of duty. Relief should be 
sought through proper legislation, and appeal to 
the various national and state medical societies, 
as well as contact with the Veterans’ Bureau, 
through Major Frank T. Hines, who is head of 
the Veterans’ Administration. (Dr. Charles M. 
Griffith is at the head of the Medical Department.) 

B. State Hospitals. 

1. It is believed that State Hospitals must be 
conducted for the purpose for which they were 
established and are maintained, i. e., the care of 
the indigent poor, and sick. It is believed those 
who can afford to pay for medical and hospital 
service should be refused admittance to these in- 
stitutions by the administrators of such institu- 
tions because it is a known fact that to educate 
persons to accept charity creates a desire on their 
part to always lean upon charity and this tends to 
pauperize the community and place an unfair 
burden upon the public in the way of unnecessary 
taxation to care for those who do not deserve it. 
These institutions must be required to have a pro- 


ficient social service enabling them to properly 
investigate and classify patients applying for ad- 
mission and this service should be under medical su- 
pervision. In this connection, it might be stated 
some members of the legal profession encourage 
accident patients to remain in the state institu- 
tions in order that a saving may be made by 
the individual regarding the preparation of records 
and in this way aid the attorney to himself obtain 
larger fees, and at the same time obtain the phy- 
sician’s services in legal action without the pay- 
ment of a fee to the physicians. 


2. Emergency Abuse. It must be remembered 
that no person should be refused emergency treat- 
ment regardless of his social or financial status, 
but all such cases should be immediately inves- 
tigated and once the emergency is over all individ- 
uals capable of paying for service rendered should 
be removed to private institutions and placed un- 
der the care of their respective physicians. 

3. Compensation (and Insurance) Abuse. It 
must be brought to the attention of the public 
that our charity hospitals are caring for individ- 
uals who are insured and carry policies protect: 
ing them in case of emergency, and for this serv- 
ice the public is paying through its taxes, which 
money is used in the treatment of these cases for 
which the taxpayer gets no return. It is believed 
that the medical societies should endorse legis- 
lation requiring all automobile owners to carry 
appropriate insurance or that every automobile 
should be bonded to care for accidents incurred 
by the automobile, as a great part of emergency 
work is caused through the automobile. It must 
be understood we are not concerned with the ques- 
tion of liability as to who is responsible for the 
injury, but what we are concerned with is that 
the state funds are used to care for this type of 
case and such funds are derived from the taxpay- 
ers, and the public should know that a portion of 
their taxes are being used in the care of persons 
not deserving of charity. The state institutions 
are supposed to be used in the care of the poor 
and sick residents of the state but in many cases 
the law with regard to residence is not enforced 
and transients therefore may receive complete 
service for accidents. The profession as well as 
the private institutions are entitled to compensa- 
tion for the care of persons who are able to pay 
and they would receive compensation if these cases 
were properly directed to private institutions. 

Serious objection was raised to the capitaliza- 
tion of services of physicians and public institu- 
tions by compensation companies as well as by the 
Charity Hospital and private institutions. Fees 
collected by hospitals for professional services 
from persons able to pay or covered by insurance 
legitimately belongs to the profession and such 
fees should go to the indigent physicians’ fund. 
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The public should be educated to the fact that 
the compensation law does not compel an individ- 
ual to go to a certain physician since the employer 
is required to furnish only adequate medical at- 
tention and the injured person should seek at all 
times his family physician, as there should be 
nothing to break the relationship between the 
individual and the family physician. .The profes- 
sion should investigate the compensation law with 
regard to compulsory medical service and seek 
appropriate legislative relief, as state eleemosy- 
nary institutions are accepting compensation cases 
who rightfully belong to private institutions. 

The physician himself should not overcharge 
for services rendered compensation companies 
simply because the bill is to be paid by the com- 
pensation companies. Unnecessary visits should 
not be required in a compensation case in order 
that the physician himself might bring the total 
bill for services up to what is thought to be a 
reasonable fee. It is realized that insurance com- 
panies are not in the compensation business for 
their health but for the purpose of making money, 
however they should be treated fairly. It is be- 
lieved the existing schedule of medical fees is 
gauged upon too small a scale and has a tendency 
in many cases to cause a physician to require 
additional visits by the patients, and may create 
the tendency toward lowering the character of 
work performed by the physician or the delega- 
tion of treatment to an office attendant. This 
should. be corrected by the adoption by the pro- 
fession of a minimum fee schedule for handling 
such cases. It is further believed it is not proper 
for some employers of labor to insist upon having 
their insurance doctor sign the disabilty slips in 
order that wages may be paid the injured. 


4. Political Abuse. Attention has been direct- 
ed to the fact that many state and city employees, 
because of their political connections, receiving 
adequate salaries are encouraged to enter and 
accept free service from state charitable institu- 
tions thereby working a hardship upon the private 
institutions and an injustice to the physicians upon 
the staff who render professional services to these 
cases. It has been stated that a vast majority of 
the fire and police departments receive medical 
and professional care through our Charity Hos- 
pitals. In this connection it must be remembered 
that the bread winner in the family should re- 
ceive consideration only if he himself is incapaci- 


tated and his illness places upon his shoulders a ; 


burden he cannot remove. 

C. ‘Private Hospitals. The profession objects to 
this charity abuse and attention is directed to the 
fact that’ hospitals now have a flat rate to fit any 
pocketbook, and publicity should be given to the 
public in this matter. The private institution should 
have proper facilities for the prompt receiving and 
handling of ambulance and emergency cases with 
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the view of diverting all cases that are not strictly 
charitable into the private institutions where they 
justly belong and a social service worker is nec- 
essary at all times to accomplish this, 

Patients entered into private institutions as 
charity cases and operated upon gratis can hardly 
afford to maintain special nurses at fifteen dollars 
per day for day and night services if they are 
truly deserving of charity. The hospital council 
should be requested to direct their attention to 
the elimination of persons able to pay such fees. 

D. Clinic Abuse. The profession positively 
opposes any further creation or establishment of 
free clinics as it is believed most advisable to cen- 
tralize this form of service under the direction of 
efficient medical supervision and adequate pro- 
ficient social service to guarantee the minimum 
amount of abuse. It it believed when the clinics 
of the charity hospitals are purged of imposters 
they will have ample facilities to care for the 
entire group of needy citizens of the state. It is 
further believed that all free clinics should be 
so placarded so as to make the individual con- 
scious of the service he is receiving and he should 
be worthy of it. Every physician working in a 
free clinic should be alert to detect imposters and 
insist upon the removal of such patients who are 
able to pay for services. Every institution main- 
taining a free clinic or free. bed service should 
be required to have a proficient social service 
department. Clinics should not receive aid from 
the Community Chest for their operations espe- 
cially in the case of part-pay departments. The 
payment of any fee in any clinic is thought to be 
objectionable as it encourages abuse and they 
should either be run as a private pay clinic or as 
a charity department. Opposition is expressed 
to the abuse of city and state laboratories and 
clinic departments as roentgen ray, etc,, both 
on the part of the profession and unworthy pa- 
tients. 

III. Welfare Abuse. 

A. Child Welfare. Solicitation of obstetrical, 
feeding cases, etc., through the Child Welfare or- 
ganization should be stopped by enforcing the 
Child Welfare organization to abide by the work- 
ing agreement entered into between them and 
the Orleans Parish Society during 1931. Welfare 
organizations soliciting unworthy patients should 
be reported to the Community Chest for removal 
from the list for allotment of funds. 

B. Industrial Insurance. These companies, it 
must be remembered are in business for profit 
and not for welfare of patients or physicians, and 
the public should be given this fact. 

C. Health Units in Parishes. It is not denied 
that these organizations may serve the state for 
purposes other than charity cases, working both a 
hardship and imposition upon the members of 
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the Profession. The aid of the State Board of 
Health is necessary and should be solicited in 
arriving at a solution to this problem. We must 
take cognizance of the fact that there are special- 
ists in practically every line in each community. 
A demand should be made for their cooperation 
in correcting this abuse, for in this way only can 
they aid themselves. 

IV. Medical Schools. 

The cooperation of the Boards of the Medical 
Schools should be solicited, requesting the dis- 
continuance of professional consultations by full- 
time members of the teaching staffs whether the 
fee reverts either to the school or to the physician 
because it is believed that the Medical Schools are 
established primarily for the teaching of students, 
and should not place themselves on the basis of 
competitors with their graduates or with other 
members of the profession. 

Again the operation of clinics, free or part pay, 
by universities without proper social service de- 
partment and through the use of private appoint- 
ments is to be condemned as such schools become 
a most unfair and aggressive competitor. The 
use of state institutions for the care of students 
covered by medical fees and the abuse of such 
institutions can easily be remedied through co- 
operation of the univerities. 

VI. Compensation and Insurance Companies. 

The existing fee schedule of these companies 
is most enthusiastically condemned and it is be- 
lieved the medical profession should establish a 
minimum fee schedule for this class of patients. 

VII. School Boards and Their Welfare Organ- 
izations. 

The school boards should not engage in the 
practice of medicine nor should their nurses func- 
tion in the capacity of physicians nor should they 
employ the use of untrained or lay workers in 
functioning in the capacity of physicians (this 
particularly refers to examination of ears by means 
of audiometer recently installed). The wholesale 
and indiscriminate use of prophylactics should 
be discontinued and the Medical Staff of the 
School Board should be used only in an advisory 
capacity and under no consideration should they 
treat pupils or teachers without additional com- 
pensation. 

VIII. Boards of Health—State and City. 

This institution should not indiscriminately ad- 
vertise and direct the public to the public health 
institutions or board of health centers for treat- 
ment and prophylaxis. These institutions should 
cooperate with the profession and therefore pro- 
vide the medical man with work instead of depriv- 
ing him of it. The President of the State Board 
of Health can be of great assistance here. 

There is a distinct paucity of fees as paid 
by the state for testimony and it is extremely 
difficult to collect expert fees from the state. 
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The profession should always in giving ordinary 
and expert testimony be honest and ethical on 
the stand in the same way as they are expected 
in the general practice of the profession. The 
physicians should protect their fees through legis- 
lation and prevent themselves from being used 
as a pawn by legal counsel, concerning physicians’ 
fees for the insurance company through the util- 
ization of physicians’ certificates in court rather 
than paying for the testimony. 

I. Abuse by the Profession. 

It is to be admitted that the profession itself 
must plead guilty in a measure, both with respect 
to the profession and the individual. The physi- 
cian himself, is instinctly lenient, not desiring 
to commercialize his knowledge or to impose upon 
others, however, he, himself, has grown lax 
through the improper use of state laboratories 
and reference of patients to free clinics and hos- 
pitals. In suggesting a remedy for such abuses, 
it must be realized that there must be full coop- 
eration and team-work among the members of the 
profession and we must regain the faith of the 
profession in organized medicine, as only by pre- 
senting a solid front can these abuses be elimi- 
nated or minimized. The profession should en- 
deavor to prevent shifting of patients who make 
a habit of not paying medical fees already con- 
tracted, for when a person does not pay one 
physician it is generally true that he does not 
pay any physician. The first step in this move- 
ment must be taken in the direction of purging 
our own ranks of the faults which are ours (lack 
of cooperation, lack of interest, lack of proper 
education of the medical man, lack in the proper 
handling of the individual patient, lack of a cen- 
tral collection and investigating agency). The 
columns of the Medical Journal may be used to 
great advantage in the handling of the profession 
itself. 

Next, it will be necessary to eliminate the faults 
that lie beyond the bounds of the profession. The 
public itself must be educated through the news- 
papers, the radio, and made conscious of their 
duty to themselves and their fellowmen by bear- 
ing their share of the expense for medical care 
when they are able to pay for the same. An abuse 
upon the charity of the community is a direct 
abuse against the public, for it is the individual 
who pays in large taxes for the care and attention 
of the poor in charitable institutions and when 
these Sums are improperly expended for the care 
of unworthy patients the imposition is upon the 
public and the poor themselves are necessarily 
greatly deprived of much service which should be 
justly theirs. 

It is believed that Hospitals accepting part pay 
for patients cannot carry charity departments and 
that they shotld not forever cry for funds from 
the public to maintain said institutions. It is 
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further believed that when such charity clinics 
are eliminated these hospitals can make sufficient 
money to overcome the usual deficit and will prob- 
ably show @ profit which ultimately will enable 
them to reduce rates in hospitals. In many 
cases at the present time, only the hospital that 
can draw on a general or a national fund can over- 
come a deficit without assistance from the local 
community. It is recommended that the aid of 
the Orleans Parish Medical Society, the State 
Medical Society, the American Medical Associa- 
tion, The College of Physicians and the American 
College of Surgeons, and the American Hospital 
Association be solicited to assist in the broader 
scope of this movement. 

7. Such organizations as the Community Chest, 
Association of Commerce, the City and State 
Boards of Health, the School Boards and Hospital 
Councils should be encouraged to help in this 
movement. It is further recommended that Civil 
suits on test cases by state authorities should 
be instituted to make the public cognizant of 
their abuse and liability. It is further recom- 
mended that, at another time, such abuses as 
counter prescribing at drug stores, the use of 
technicians and anesthetists filling the place of 
physicians in the laboratory should be referred 
to a Committee for Investigation. 

It is earnestly believed that this movement 
has possibilities and all that is needed is the 
encouragement, willingness and cooperation of 
the members of the profession. 

The Medical Forum urges the Orleans Parish 
Medical Society to appoint all necessary com- 
mittees to consider these abuses individually and 
make every effort to investigate and to correct 
these abuses mentioned without delay. 

Respectfully submitted, 
Medical Forum. 
(Entirely composed of members of the Orleans 

Parish Medical Society). 


REPORT OF HOSPITAL ABUSE COMMITTEE 
ORLEANS PARISH MEDICAL SOCIETY. 

Never before in its history has the medical pro- 
fession of this country been confronted with 
such a serious problem or its ethical structure 
more endangered than it is today because of the 
ever growing number of free and part-pay clinics 
and hospitals. 

We are in a state of transition, and individual 
medical practice is being rapidly substituted for 
that in the clinics and hospitals. Since the begin- 
ning of the present century this change is taking 
place. At first insidiously, then with a rapid gain- 
ing of momentum, until today we are confronted 
with a situation that has become so overwhelming 
that it threatens to engulf us without hope of 
ever eradicating ourselves. This conditions exists 
here as well as throughout the length and breadth 
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of this country. But in New Orleans it is more 
acute than anywhere else for the practice of 
hospital abuse here is more pronounced than it 
is in any other large city of the United States. 

In the last twelve years especially, during that 
period of inflation and prosperity, unique in the 
annals of the world, when great wealth was easily 
and frequently acquired, when the governments 
of the country, states, counties and cities not 
only levied enormous taxes on willing people, 
but issued bonds in an unprecedented manner, the 
millionaires not knowing what to do with their sur- 
plus wealth aspired to become philanthropists, and 
the politicians became unduly solicitous of the 
welfare of the people, clinics and hospitals were 
erected in large numbers. In order to fill these 
institutions the sick, whether deserving of charity 
or not, not only were encouraged to but were 
cajoled in soliciting free treatment. Unmindful 
of the future, our profession not only tolerated 
the existing conditions, but participated in their 
promotion and lent itself to further the propa- 
ganda which induced a very large proportion of 
the population to seek, during the period of 
great prosperity, medical care for which they 
paid nothing or only a very small fraction of the 
cost. 

Michael M. Davis, Director for Medical Services, 
Julius Rosenwald Fund, recently said: “Its exten- 
sion (clinics) in the last 30 years has been such 
as to justify calling it a new institution in Ameri- 
can life and has to make it a widely significant 
factor in supplying part of the basic necessities 
of medical care and health promotion.” The truth 
of his statement must be admitted when we real- 
ize that the growth of clinics has been from 150 
in 1900 to over 7000 in 1931, and that in the 
past ten years it has increased at the rate of 300 
per annum. The Journal of the American Med- 
ical Association* editorially commented that al- 
though the charity hospitals are overcrowded, 
yet “some private hospitals are less than half 
occupied. A general average would indicate 40 
per cent empty beds in most private institutions. 
Since such institutions are largely dependent on 
donations as well as on the fees coming from pa- 
tients, their position is today a serious one.” 

Margaret Plumley in her report “Growth of 
Clinics in the United States” published by the 
Julius Rosenwald Fund, attributed this condition 
to the “large number of immigrants who entered 
the country and the consequent rise of large cen- 
ters of population with many wage earners living 
on very low incomes, made it impossible for doc- 
tors to take care in their offices as had been cus- 
tomary earlier.” The truth of this statement is 
easily assailed, because the greatest growth of 
clinics took place during the period of greatest 


*Journal of the A. M. A., June 11, 1932. 
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economic prosperity this country has ever known, 
and when wages were at their peak. It was dur- 
ing that time that the wage earner was best able 
to pay his physician. It was also the period when, 
with ever increasing numbers they crashed the 
doors of hospitals and clinics for free treatment, 
not only in this city but in every large center of 
the country. Evidently this cannot be a cause 
of this condition. 

Another factor advanced by this author is the 
establishment of outdoor patients’ departments by 
medical schools. She said: “it was not realized 
until recently that medical teaching could be 
conducted with any but ‘indigent patients’. The 
experience of such pay clinics as the Cornell Clinic 
in New York and the University of Chicago clinic, 
has, however, proved that this assumption was 
unfounded.” Her statement is food for thought. 
Heretofore we have not been confronted with 
this problem, but because of the recent establish- 
ment of a university clinic here, there is always 
a potential danger of its becoming a part pay 
clinic and thereby invading the ranks of the middle 
class. The Journal of the American Medical 
Association has editorially expressed itself on this 
subject as follows: “A school has no right to com- 
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by which the evil of hospital abuse can be mini- 
mized, but despite all our efforts it has grown to 
formidable proportions. Because of the large 
number of free hospital beds and of the multi- 
tudes of patients who flock to our charity clinics 
this city is placed in the unenviable position 
either of having the largest number of paupers, 
or of having the greatest number of medical pan- 
handlers of any community in the United States 
and perhaps in the world. Yet it can not be 
truly asserted that we are a community of paupers 
for during the present depression New Orleans 
has had proportionately less unemployment than 
any other of the large cities of this country, yet 
our proportionate amount of free medical service 
is far in excess to that of other communities. 
The truth of this statement is borne out by the 
following statistical study of our charitable insti- 
tutions: 

1. The number of new cases in the out-door 
clinics of the Charity Hospital grew from 26,619 
in 1920 to 80,750 in 1929, and diminished to 
65,432 in 1931. 

2. The number of accident cases treated in 
that institution increased from 11,712 in 1920 
to 29,627 in 1929 and to 33,561 in 1931. 


CHARITY HOSPITAL 











Admissions —s Accident Surgical b wees sot 

. Ww - . 
Year City Country Pe a. reat Cases Operations; Cases Births 
1920 8,580 7,419 26,619 69,608 11,712 8,713 1,901 396 
1921 10,102 7,207 33,851 79,332 15,293 14,117 2,409 831 
1922 10,059 7,220 40,640 93,092 16,903 14,006 2,597 1,008 
1923 11,926 8,639 41,434 101,566 19,383 16,405 2.961 1,115 
1924 50,789 178,811 23,624 13,819 3,499 1,218 
1925 15,474 10,479 58,000 204,618 25,427 13,762 3,747 1,250 
1926 16,214 11,079 58,119 206,845 26,423 11,462 4,056 1,340 
1927 17,824 11,138 68,346 229,400 28,234 14,186 4,206 1,530 
1928 18,666 12,667 72,537 260,054 30,285 15,967 4,569 1,583 
1929 20,754 15,088 80,750 282,378 29,627 19,201 4,876 1,666 
1930 24,238 18,389 70,878 276,462 31,383 23,722 5,678 1,955 
1931 25,328 20,155 65,432 318,735 33,561 26,124 6,733 | 2,566 

















pete unfairly with its graduates. It should not 
exploit its full-time professors, and the number 
of beds provided by the schools shall not exceed 
the number necessary for teaching purposes.”’* 

Other contributing factors are the increasing 
cost of medical attention, the rise of specialism, 
the expensive laboratory aids in diagnosis, the 
gradual disappearance of the family physician. 

We are confronted with a serious condition that 
is becoming general throughout the United States. 
It can be truly asserted that it exists, to a super- 
lative degree, in this city. Meetings have been 
held by this Society to discuss ways and means 

Editorial: Journal A. M. A., October 22, 1932, 
p. 1431. 


3. The total number of admissions from the 
city (country patients excluded) grew from 8,580 
in 1920 to 20,754 in 1929 and to 25,328 in 1931. 
The increase of admissions of city patients for 
the years 1920 to 1931 inclusive was 183 per 
cent or 15 per cent per annum, and of the country 
patients 171 per cent or 12 per cent per annum. 

An analysis of the above figures shows that 
46,911 residents of this City were treated at the 
Charity Hospital in 1920, and 131,131 in 1929, 
an average yearly increase of 8,422. In 1931, 
124,321 were given medical attention at that in- 
stitution, or 6,810 less than in 1929. This con- 
clusively proves that the largest increase of pa- 
tients from this City in the Charity Hospital took 
place during the period of prosperity and of high 








438 


wages and was not caused by the present depres- 
sion. 

A survey of the histories filed in the Charity 
Hospital shows: 

_ Medical cases: 1920, 5,181; 1931, 11,690; in- 
crease of 125 per cent. 

Surgical cases: 1920, 7,636; 1931, 22,433; in- 
crease of 194 per cent. 

Gynecological: 1920, 1,694; 1931, 4,655; in- 
crease of 180 per cent. 

Obstetrical cases: 1920, 1,901; 1931, 6,733; 
increase of 255 per cent. 

Of special interest to us is the large number 
of accident cases treated in the Charity Hospital. 
Approximately 92 individuals per day are treated 
in the emergency service of the Charity Hospital. 
An incredible number. Evidently this phase of 
medical practice is taken care of exclusively by 
the Charity Hospital. 

In order that we may form an idea of the 
enormous ambunt of the free medical work per- 
formed in this city I will quote the figures of 
Dr. J. C. William Geefe, Commissioner of Hospi- 
tals for the City of New York. 

The Department of Hospitals for the City of 
New York which comprises all the municipal hos- 
pitals had in 1930 a total bed capacity of 16,711, 
and a total number of admissions of 180,652. 
12,755 children were born in these institutions 
and 372,684 persons made 1,347,552 visits {in 
the dispensaries during that year. He states 
that “from these statistics it would appear that 
one person out of fifteen of the population of the 
entire city receives service from the activities 
conducted by this department.” Although New 
York has approximately a population 15 times 
greater than that of New Orleans, in 1930 the 
total bed capacity of its municipal hospitals was 
only 9 times larger, the total number of admis- 
sions was only four times greater, the number of 
births was only six times more and the number 
of clinic patients and clinic consultations 5 times 
more than those of the Charity Hospital. 

After deducting the number of admissions from 
the country it may be conservatively stated that 
about one out of every 3.5 of the population of 
this city was the beneficiary of the charity of our 
’ great institution. 

Approximately 124,000 residents of New Or- 
leans received medical service in the Charity Hos- 
pital, yet only 111,936 families, the average size 
of which is 3.35 persons, reside in this City. 

Thirty-six per cent of the total deaths in New 
Orleans occurred at the Charity Hospital. 

Twenty-six per cent of all births registered 
in New Orleans took place in the Charity Hospital. 

These figures apply only to one institution, the 
Charity Hospital. These ratios are still further 
increased when the number of charity patients 
treated in Touro Infirmary, the Mercy Hospital 
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and the Eye, Ear, Nose and Throat Hospital are 
added to those of the Charity Hospital. 
Clinics: New Cases: 



































Charity Hospital - 65,432 
Touro Infirmary 12,090 
Mercy Hospital. 8,457 
Eye, Ear, Nese and Throat 11,214 
Total oy ... 92,693 
Population of New Orleans, 474,000.: 
Ratio to population: 1 to 5. 
Admissions: 
Cia Teen a oe a 25,328 
(country patients excluded) 
Touro Infirmary BA Solie k eats 2,290 
Eye, Ear, Nose and Throat..:.....:............... 3,000 
ene ee Cock Ce oe Se 30,618 
Ratio to population: 1 to 15. 
Free operations Charity Hospital................ 17,000 
(based on proportion of city and 
country patients.) 
Tee IN oak se ce 5,055 
Eye, Ear, Nose and Throat.......................... 3,000 
Ns ERICES FES ROT aN Cee 25,055 


Ratio to population: 1 to 19. 


The number of duplications is not large enough 
to materially chance these proportions. 


The facts I have presented to you show an in- 
tolerable state of affairs, not only insofar as it 
affects the medical profession but the general 
public as well. Its causes are many and are far 
reaching, but one of the greatest contributing 
factors for this abuse is the apathy of the doctors 
of this city and state. 

Whilst it is logical to expect an increase in the 
number of charity patients in our institutions 
because of the depression and the large amount 
of unemployment and reduced wages, yet this 
condition has been gradually increasing during the 
past thirty years, and its greatest growth has 
taken place in the past twenties, when wages 
were at their peak and labor in great demand. It 
certainly could not be said then that more than 
one-third of the population of our city were so 
pauperized that they were unable to pay the fees 
of a physician. 

How have the doctors of this city and state 
contributed to this condition? 

1. By the establishment of free clinics by 
groups of physicians when there was already a 
plethora of medical charity. Even very recently 
attempts were made to establish new clinics by 
some members of the staff of the Baptist Hospi- 
tal and of the Hotel Dieu. A few days ago the 
Medical Department of Tulane University opened 
the doors of its new clinic to the public. 
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2. By the division of opinion that exists among 
the profession of this city as to the advisability 
of having a social service to weed out the un- 
desirable patients. Influential members of our 
Society have even expressed themselves as ad- 
vocating the open door to all. 

By the desire of many doctors of having large 
clinics at all cost and the mad scramble for hos- 
pital beds and operating material. 

4. By the recommendations for admissions by 
physicians of patients who may be able to pay 
the specialist if not his fee at least a moderate 
remuneration for his services. 

5. By physicians in the country recommending 
patients to the care of the Charity Hospital who 
are well able to pay their way in private insti- 
tutions. 

6. By neglect of some of the leaders of our 
profession, who may not be themselves affected 
by this abuse, in using the weight of their in- 
fluence or in giving their full cooperation in de- 
manding from hospital authorities the needed 
reforms. 

The other factors which have brought about 
this condition are: 

1. The improvidence of the people. 

2. Budget buying of ill afforded luxuries. 

8. Lack of thrift and the forgetting that in 
times of plenty it is well to prepare for times 
that are hard. 

4. The incongruity of the human nature which 
impels a man to provide handsomely for his 
funeral and yet makes no provision for sickness. 

5. Greed in -its monstrous aspect. Getting 
something for nothing even at the expense of the 
health or life of a deserving poor. 

6. The solicitation and advertisement of so- 
cial agencies. 

7. The growing idea that the best treatment 
is to be had in the charity clinics. 

8. The injudicious publication in the daily 
press of exorbitant medical fees and exaggerated 
accounts of the high cost of hospitalization. 

9. The rise of specialism and the increasing 
perplexity of medical practice have increased the 
cost of diagnosis and treatment. The referring 
by his doctor of a patient from specialist to 
specialist with the usual multiplicity of expensive 
laboratory procedures, have in many instances 
proven to be a burden to the individual sick, 

which disgusted him with the individualistic 

methods of practice and impells him to recourse 

to the free or part pay clinics. 
RECOMMENDATIONS 

1. Efficient social service departments should 
be established by institutions having free depart- 
ments. Only the worthy poor should be entitled 
to the privileges of these institutions. Certain 
definite standards relative to the income, wages, 
ete., based on the number of dependents should 


‘the patient’s physician. 
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be established. This standard should be uniform... 


A central bureau, or clearing house, should be 
established for the purpose of preventing un- 
deserving individuals who have been refused ad- 
mission in an institution from being admitted’ in 
another. 


2. This Society should recommend to the ad- 
ministrators of the private institutions of this 
city the establishment of an independent ambu- 
lance service. This Society should insist also that 
the wish of the injured that he be transported to 
the hospital of his choice be recognized by the 
Charity Hospital. The ambulance service of the 
city of New York responded to 205,011 calls 
during the year 1930—94,235 were transported to 
the public hospitals and 110,766 to the private 
institutions. It is felt that this change in the 
ambulance service can be established to the sat- 
isfaction of all parties concerned. 


3. We should recommend to the management 
of the private hospitals that they organize an 
efficient accident department capable at all times 
to give immediate attention to accident cases. In 
order to overcome the growing tendency of the 
people of this city to rush in cases of accidents, 
whether severe or mild, to the Charity Hospital, 
this innovation should be given due publicity by 
the private institutions. Only first aid treatment 
should be given by the hospital staff, in every 
case all possible effort should be made to reach 
The public should be 
advised that the care and attention given at this 
institution is not free but must be paid for by the 
injured. 

4. The treatment of compensation cases in 
the Charity Hospital is unfair to-the doctors as 
well as to the public. We are sure that the 
administrators of the Charity Hospital feel as 
we do that this policy although very unfortunate 
and not equitable to the members of its staff is 
to be considered at this time a necessary. evil. 


It is suggested that this Society should exert 
all its influence to force the indemnity companies 
to procure their own hospitals, or to make the 
necessary arrangements with private institutions 
for the care of their insured. They should have 
their individual ambulance service. This can easily 
be accomplished to the full satisfaction of all 
parties concerned. 

5. This Society should frown upon any un- 
ethical advertisement, publicity or solicitation on 
the part of social agencies and free and part free 
medical institutions. It is within the power of 
this body to insist that these institutions abide 
by the code of ethics of the medical profession. 
It is unfair for the doctors of this town who are 
restricted from the use of any form of advertise- 
ment by their code of ethics to be forced to com- 
pete against such practices. 
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6. Members of the component societies of the 
Louisiana State Medical Society should be ad- 
dressed by representatives of this Society relative 
to the question of hospital abuse. Not only 
should they be acquainted with the existing state 
of affairs, but their help should be solicited to 
combat same. 

7. The Charity Hospital is not and has never 
been intended for the use of politicians who re- 
ceive remunerative salaries from the community, 
or for their henchmen who are fully able to pay 
for medical attention. This form of abuse is 
reprehensible. This must be discouraged, and if 
necessary, the Governor of the State should be 
approached by a committee of this and the State 
Societies to acquaint him with this evil and with 
the far reaching consequences which may accrue 
therefrom. 

8. The. most effective means to remedy the 
indiscriminate use of the charities of our puble 
institution by the medical grafters is the publica- 
tion of the names and addresses of the inmates 
of our state owned general hospitals. It is to be 
distinctly understood that the character of the 
illness, etc., must never be divulged. But we 
feel that for a deserving individual to receive 
the care and attention of our public hospitals 
is commendable and certainly is not and can not 
be considered a disgrace. Therefore, we do not 
* see why there should be any objections to the 
publication of these names because it will only 
affect the medical grafter who knows himself to 
be or his neighbors will know that he is robbing 
a deserving patient of the comfort to which he 
is entitled to. Such individuals are not deserving 
of any consideration. 

A. E. Fossier, M. D., Chairman. 


A RESOLUTION 
TO THE SECRETARIES OF THE PARISH OR 
COUNTY MEDICAL SOCIETIES: 

The following resolution was passed by the 
Fulton County and Cobb County (Georgia) Med- 
ical Societies at their regular meetings a few 
weeks ago after the reading of a paper entitled 
“The Economic Status of the Medical Profes- 
sion,” which appeared later in the Journal of the 
American Medical Association, October 15, 1932, 
Page 1358, under the Department of Medical 
Economics. 

Since this article appeared, we have had nu- 
merous letters from physicians all over the 
United States urging that this plan be placed be- 
fore the different county, state and national so- 
cieties for their consideration and adoption. 

We are asking that you place this or a similar 
resolution before your society and ask for its 
adoption. Have it signed by your proper officials 
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and forward to the secretary of the Medical As- 
sociation of your state. 

These resolutions will be placed in the hands 
of the delegates to the American Medical Asso- 
ciation at its next annual meeting. 

RESOLUTION 

Whereas, The medical profession of the United 
States is suffering losses all out of proportion 
to its ability to endure; and 

Whereas, Our losses are not so much due to 
the financial depression as to over production of 
doctors and decreased demand for paid medical 
service generally; and 

Whereas, The production of doctors is far in 
excess of the population increase, 

Therefore, We the members of the 
County Medical Society respectfully request the 
Medical Association of—————————-, the other 
State Medical Associations, the Southern Medical 
Association and the American Medical Associa- 
tion to adopt this or similar resolutions request- 
ing the Medical Colleges of the United States to 
reduce the number of graduates each year until 
the law of supply and demand has been fully 
complied with. The number of graduates to be 
determined by a national committee appointed by 
the President of the American Medical Associa- 


_ tion. 


Respectfully submitted, 
M. D., President. 





THE FINAL REPORT OF THE COMMITTEE 
ON THE COSTS OF MEDICAL CARE 

Advanced proof sheets of this report have been 
submitted to the New Orleans Medical and Sur- 
gical Journal. The final report comprises 125 
pages of material, which summarizes and draws 
conclusions from the large number of publica- 
tions issued by the Committee that have already 
appeared in the public press. The recommenda- 
tions of the majority of the Committee is dis- 
cussed in detail, and the recommendations of the 
minority group are likewise presented so that the 
reader may appreciate that there is not complete 
uaninmity. of thought about the report. The 
recommendations of the Committee as a whole 
follows: 


RECOMMENDATIONS OF THE COMMITTEE 

1. The Committee recommends that medical 
service, both preventive and therapeutic, should 
be furnished largely by organized groups of phy- 
sicians, dentists, nurses, pharmacists, and other 
associated personnel. Such groups should be or- 
ganized, preferably around a hospital, for ren- 
dering complete home, office and hospital care. 
The form of organization should encourage the 
maintenance of high standards and the develop- 
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ment or preservation of a personnel relation be- 
tween patient and physicians. 

2. The Committee recommends the extension 
of all basic public health service—whether pro- 
vided by the governmental or non-governmental 
agencies—so that they will be available to the 
entire population according to its needs. This 
extension requires primarily increased financial 
support for official health departments and full- 
time trained health officers and members of their 
staffs whose tenure is dependent only upon pro- 
fessional and administrative competence. 

3. The Committee recommends that the costs 
of medical care be placed on a group payment 
basis, through the use of insurance, through the 
use of taxation, or through the use of both these 
methods. This is not meant to preclude the con- 
tinuation of medical service provided on an in- 
dividual fee basis for those who prefer the pres- 
ent method. Cash benefits, i. e., compensation 
for wage-loss due to illness, if and when pro- 
vided, should be separate and distinct from medi- 
cal services. 

4. The Committee recommends that the study, 
evaluation, and coordination of medical service 
be considered important functions for every state 
and local community, that agencies be formed to 
exercise these functions, and that the coordina- 
tion of rural with urban services receive special 
attention. 

5. The Committee makes the following recom- 
mendations in the field of professional educa- 
tion: (A) That the training of physicians give 
increasing emphasis to the teaching of health and 
the prevention of diseases; that more effective 
efforts be made to provide trained health offi- 
cers; that the social aspects of medical practice 
be given greater attention; that specialties be re- 
stricted to those specially qualified; and that 
postgraduate educational opportunities be in- 
creased; (B) that dental students be given a 
broader educational background; (C) that phar- 
maceutical education place more stress on the 
pharmacist’s responsibilities and opportunities 
for public service; (D) that nursing education 
be thoroughly remoulded to provide well-educated 
and well qualified registered nurses; (E) that 
less thoroughly trained but competent nursing 
aides and attendants be provided; (F) that ade- 
quate training for nurse-midwives be provided; 
and (G) that opportunities be offered for the 
systematic training of hospital and clinic admin- 
istrators. 


The recommendations were signed by thirty- 
seven of the Committee. The minority report 
was drawn up and signed by Dr. A. C. Christie, 
Dr. George E. Follansbee, Dr. M. L. Harris, Dr. 
Kerby S. Howletty Dr. A. C. Morgan, Dr. Olin 
West, Dr. Robert Wilson, and Dr. N. B. Van Et- 


ten. It will be noted that all of these dissenters 
are doctors of medicine. There were, however, 
sixteen medical men in all who agreed with the 
findings of the Committee. Two members of the 
Committee submitted brief statements explaining 
why their views disagreed with both the Commit- 
tee report and the minority report which is as fol- 
lows: 

RECOMMENDATIONS OF THE MINORITY 

GROUP 

1. The minority recommends that govern- 
ment competition in the practice of medicine be 
discontinued and that its activities be restricted 
(a) to the care of the indigent and of those pa- 
tients with diseases which can be cared for only 
in governmental institutions; (b) to the promo- 
tion of public health; (c) to the support of the 
medical departments of the Army and Navy, 
Coast and Geodetic Survey, and other govern- 
ment service which cannot because of their nature 
or location be served by the general medical pro- 
fession; and (d) to the care of veterans suffering 
from bona fide service-connected disabilities and 
diseases, except in the case of tuberculosis and 
nervous and mental diseases. 

2. The minority recommends that govern- 
ment care of the indigent be expanded with the 
ultimate object of relieving the medical profes- 
sion of this burden. 

3. The minority joins with the Committee in 
recommending that the study, evaluation, and co- 
ordination of medical service be considered im- 
portant functions for every state and local com- 
munity, that agencies be formed to exercise these 
functions, and that the coordination of rural with 
urban services receive special attention. 

4. The minority recommends that united at- 
tempts be made to restore the general practition- 
er to the central place in medical practice. 

5. The minority recommends that the corpor- 
ate practice of medicine, financed through inter- 
mediary agencies be vigorously and persistently 
opposed as being economically wasteful, inimical 
to a continued and sustained high quality of med- 
ical care, or unfair exploitation of the medical 
profession. 

6. The minority recommends that methods be 
given careful trial which can rightly be fitted 
into our present institutions and agencies with- 
out interfering with the fundamentals of medi- 
cal practice. 

7. The minority recommends the development 
by state or county medical societies of plans for 
medical care. 


We feel that the majority of the practitioners 
of medicine will be in accord with the recom- 
mendations of the minority group. It is unfor- 
tunate that the minority group did not have 
something more definite and more specific to 
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recommend. This group, incidentally, write that 


they are in accord with the majority in many of 
their conclusions and recommendations but they 
say that they think that they would fail in their 
duty, both to the public and the medical profes- 
sion, if they did not point out what they con- 
ceived to be unwise recommendations. They state 
in discussing their recommendations, that the 
community medical centers, the Committee’s most 
fundamental specific proposal, would be far be- 
yond any possibility of its ultimate value and is 
an idealistic plan based almost solely upon the- 
ory. With this opinion we again believe that the 
majority of physicians will subscribe. Insofar as 
contract practice is concerned, the minority is 
willing to recommend it only if certain objection- 
able features, which they specify, can be elimin- 
ated. 

It will be impossible to discuss fully or ade- 
quately this report. By the time this announce- 


Hospital Staff Transactions 


ment is made the report will probably be avail- 
able for more thorough study. We would urgent- 
ly recommend that the physician secure a copy 
of the report and scan it closely. There can be 
no doubt that this report will be read by many 
intelligent laymen and that it will be the basis 
of discussion and of the presentation of many 
schemes to alter the fundamental principles of 
the practice of medicine. Physicians, to combat 
any idealistic, unpracticable, and unworkable 
schemes, should be familiar with the contents of 
this report. 

While disagreeing with many of the sugges- 
tions advanced to alter medical care, neverthe- 
less one can not help but feel that there is tre- 
mendous credit due to the members of the Com- 
mittee who have labored long and faithfully to 
secure most important factual information con- 
cerning the practice of medicine with all its al- 
lied and coordinated subdivisions and ramifica- 
tions.— (Editor.) 





HOSPITAL STAFF 


FRENCH HOSPITAL. 


The regular monthly meeting of French Hos- 
pital Staff was called to order Thursday, October 
20, 1932, at 8 P. M. Dr. M. J. Lyons presided in 
Dr. Alsobrook’s absence. The minutes of the last 
meeting were read and approved. The secretary 
than read the report of discharges for the pre- 
vious month. A case of septicemia due to a 
staphylococcus aureus infection of the lower lip 
was opened to general discussion. The House 
Physician outlined the progress of the disease 
and treatment of the case which consisted mainly 
of compresses, blood transfusions and incision of 
the lip to check the spread of infection to the cav- 
enous sinus. Dr. M. O. Miller was of the opinion 
that no surgery at all is indicated in such cases, 
and that blood transfusions are the main thing; 
even so, they are practically all fatal. 

An interesting case of agranulocytosis, in the 
hospital at the time, was presented. Dr. Ane 
stated that with roentgen ray therapy over the 
long bones and blood transfusions the cell count 
had risen from 1500 to 3600 and the neutrophils 
from 0 per cent to 20 per cent in a considerably 
short period of time. 

The Chairman then presented Dr. M. O. Miller 
who read a paper on “Malignancy of the Gastro- 
intestinal Tract.” The early diagnosis of carci- 
noma of the stomach is very difficult as the symp- 
toms are vague. Loss of appetite, loss of energy, 
anemia and gastric distress are the main signs. 
Hemorrhage and radiation of pain are late symp- 
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toms. At least one third of gastric carcinoma 
is operable. 

Death comes comparatively early in carcinoma 
of the small intestine. However, when a diagnosis 
is arrived at the surgeon should perform an en- 
teroanastomosis. 

In carcinoma of the large bowel a growth is 
present, there is profound anemia and indefinite 
signs of chronic colitis or appendicitis. Meta- 
tasis is rather late in carcinoma of the colon. The 
treatment of carcinoma of the colon surgically 
is anastomosis between the transverse colon and 
the ileum or a colostomy with resection later. 
Carcinoma of the rectum may be diagnosed by 
proctoscopic, digital or roentgen ray examination. 
Exploration with colostomy and resection later 
is the surgical procedure. 

Dr. L. J. Menville spoke on the radiological 
aspects of acute intestinal obstruction. Roentgen 
ray helps to make the early diagnosis of acute 
intestinal obstruction possible. Sharp, intermit- 
tent colicky pains are the only physical findings. 
The presence of an accumulation of gas in the 
intestinal tract with a fluid level is always indica- 
tive of some pathology. The “step ladder” and 
“herring bone” patterns seen in the intestines on 
roentgen ray pictures are typical of cases of ob- 
struction. This and the above signs are enough 
to make a diagnosis of acute intestinal obstruc- 
tion and warrant the surgeon’s going into the 
abdomen. Not more than twenty-four hours 


should elapse without surgical intervention after 
. 
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the first symptoms are seen. Dr. Menville illus- 
trated his points with roentgenograms of cases 
of obstruction at the hospital within the last few 
months. 

The papers were discussed by Drs. 
Lyons and Loria. 


Brown, 
Cuthbert J. Brown, M. D. 


SURGICAL STAFF OF CHARITY HOSPITAL. 

The Surgical Staff of Charity Hospital held its 
regular meeting on October 29, 1932. The meet- 
ing was called to order by Dr. I. M. Gage, Chair- 
man. The minutes of the previous meeting were 
read and approved. Dr. I. M. Gage, Retiring 
Chairman, expressed thanks to the Staff and the 
Department of Pathology for their sincere co- 
operation. He suggested that a biochemist be 
invited to attend meetings, and that this step be 
taken during the coming year. 

Dr. A. C. King moved that visiting members be 
eligible for Chairmanship. Dr. P. Graffagnino 
made substitute motion that a committee be ap- 
pointed to draw up By-Laws and incorporate this 
in same. 

Dr. J. D. Rives was unanimously elected Chair- 
man; Dr. Emile Block, Vice-Chairman, and Dr. 
Rogers Brewster, Secretary. 

Dr. Graffagnino moved that a committee be 
appointed to draw up suitable By-Laws for Surgi- 
cal Staff. The Committee appointed consisted of 
Dr. Alton Ochsner, Chairman, and Dr. Emmett 
Irwin and P. Graffagnino as the other members 
of the Committee. 

Rogers Brewster, M. D. 


HOTEL DIEU 

The regular monthly meeting of Hotel Dieu 
Medical Staff was held on Monday, October 17, 
1932 at eight P. M., Dr. P. L. Thibaut, Vice- 
President, presiding, and Dr. J. E. Isaacson, Sec- 
retary, at the desk. 

I. Dr. Edmond Souchon presented a paper on 
“Appendicitis, During Pregnancy,” abstract of 
which follows: 

Within nine years, covering nine hundred to 
one thousand confinements, we have not had a 
single case of appendicitis. For the purpose of 
study, these confinements were divided into 
groups, covering: (a) Constipation—susceptibil- 
ity to, and manner of overcoming; (b) Diet— 
with normal appetite, with abnormal appetite, 
and special diets; (c) Medication—cod liver oil 
and viosterol for some, dicalcium phosphate for 
others, and still others who neglected to take the 
medication ordered. 

The following questions arise: Are the mech- 
anics of the intestinal function entirely changed 
due to the lifting of the bowels away from their 
normal position? Is the intestinal flora changed 
during pregnancy so as to prevent formation of 
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fecaliths or prevent putrefaction? Is appendicitis 
absent because the expectant mothers are more 
careful about their general condition than usual? 
Is it the production of unknown endocrines 
brought about during pregnancy that changes the 
intestinal function? Is the change of blood chem- 
istry responsible? This paper advances no con- 
clusions; the questions are intended only to pro- 
voke discussion for the subject requires much 
deeper study than it has been given. 

The literature covering this subject is prac- 
tically nil, and has not been given the amount of 


observance it should require. 


Dr. L. A. LeDoux: Our pre-natal interest in 
women safeguards them far beyond the usual 
medical complications. The expectant mother is 
usually quiet and under the supervision of a phy- 
sician whose first attention is to her bowels. To 
similar attention and care is attributable the fact 
that the late Dr. C. V. Unsworth, in twenty-five 
years at DePaul Sanitarium, never encountered 
a patient there who required appendectomy. 

Literature on this subject seldom gives a reason 
for the apparent termination of pregnancy by 
operation in the first trimester. It is my opinion 
(based on a series of eighteen cases in which 
abortion followed the operation for appendicitis 
only when ether had been the anesthetic agent) 
that ether, a lipoid solvent, acts not only on the 
ovary but also on the placenta, and that the use 
of ether as anesthetic is to a greater extent re- 
sponsible for terminations than the manipulation 
of the abdomen during surgical procedure. 

Dr. P. L. Thibaut recalled only one case of 
appendicitis operated on during pregnancy—at 
the beginning of the third month. In this case, 
ether had been the anesthetic used, and the case 
did not abort. 

II. Dr. Maurice Gelpi presented a paper on 
“Closed Drainage for Empyema’”’, abstract of 
which follows: 

I have felt for a long time that there is too 
much unnecessary open drainage being done for 
acute empyema; hence the selection of this sub- 
ject. Closed drainage, as you know, is not a new 
method of treatment; it goes back as for as 
Hipocrates. Hedblom’s historical review of this 
subject is a masterpiece and I recommend it to 
you. 

Many ingenious methods have been used for 
closed drainage of the chest. It was from Dr. 
Danna, however,. that we learned the value of 
pneumothorax in draining completely a thorax 
full of pus; he believes that closed drainage 
should be done by repeated aspiration only— 
always replacing the same amount of air as the 
amount of fluid removed. He re-aspirates as often 
as necessary. We have tried to provide for sub- 
sequent drainage after the cavity refills, by leav- 
ing in a tube for the purpose. We believe our 
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plan carries a little advantage in view of the fact 
that repeated surgical procedure is thereby made 
unnecessary. 

Dr. J. E. Landry: During the “flu” epidemic 
of 1919, we did many open thoracotomies, with 
often fatal results. My attitude changed after 
we did closed drainage, followed by frequent 
aspirations, on cases too sick to operate. The 
patients recovered and I have ever since used 
the closed method. Sometimes I use Dakin’s so- 
lution, first aspirating three or four syringefuls 
of pus, injecting the same amount of Dakin’s 
and then replacing with air. This gives me better 
and cleaner drainage than by aspirating without 
this solution. ; 

Dr. E. H. Walet called attention to the fact 
that thoracotomies should not be done too early 
in the acute stage, for fear of spreading infec- 
tion. He mentioned a case of double empyema, 
for which bilateral drainage was done every four 
hours, using a cannula replaced by a catheter, 
forming a practically closed cavity. Dakin’s was 
employed to dissolve the immense flakes that 
would have clogged the drainage. 

Dr. S. C. Jamison: Medical men have done 
closed drainage for years; the procedure would 
have had a great deal of vogue except that it 
was ridiculed by the surgeons. 

Whenever this method fails the reason is that 
procedure is begun entirely too soon—while the 
chest is forming pus. First the lymphatics must 
be sealed up; then the pleura must adhere around 
the empyema cavity; at the same time we are al- 


lowing the patient to vaccinate himself to raise. 


his immunity—we are giving an embarrassed 
auricle a chance to empty itself. Our method is 
to wait four or five days, then aspirate a few 
times at four-day intervals, always replacing by 
air. If there is any question about the cavity, 
a little lipiodol is injected; this can be watched 
under roentgen ray as it goes around the sulcus. 
If a little air is also injected, the height of the 
cavity can be determined. The air rises above— 
the lipiodol below. After about four aspirations, 
if the patient’s entire clinical condition is not 
normal, he is sent to the surgical ward where it 
it usually necessary to insert only a tube. The 
ease usually clears up in about a month. 

Mortality with rib resection is 40 per cent. 
This closed method is conservative and extremely 
successful; there is little trouble with broncho- 
pleural or broncho-cutaneous fistulas. It is really 
imperative for tuberculous empyemas. 

Dr. Louis Levy described his device for drain- 
age of empyema. It is a metal tube, known as 
the Colton tube, packed tight full of gauze, in- 
serted in the chest through a very small opening 
and left there. Copious dressings gradually ab- 
sorb the pus; the gauze is then removed and the 
tube repacked. Hospitalization is very much less 
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than in the rubber tube drained cases; there is 
very little shock, gradual drainage, gradual ex- 
pansion of the lung, and excellent results. 

In closing, Dr. Gelpi stated: 

In answer to Dr. Landry, I can never forget 
my experience in the army, where I was com- 
pelled to wash out these cavities with Dakin’s 
solution, and invariably the lung became sur- 
rounded by a hard rind of fibrous tissue, some- 
times as thick as your hand. This is so palpably 
undesirable that for this reason I seldom use 
Dakin’s solution. As regards Dr. Walet’s com- 
ments, undoubtedly the pocket should be well 
localized before establishing drainage; also, the 
technique outlined can be used successfully in 
bilateral empyema. 

Dr. Jamison has pointedly referred to the fact 
that the technique which we recommend is not 
new; this point was well established at the be- 
ginning of my talk and the subject was brought 
up for discussion not with the idea of presenting 
anything original, but in the hope of stimulating 
more interest in the use of a valuable old pro- 
cedure, instead of wide open drainage. 

As regards lipiodol, this material seems to have 
some value, particularly in the late stages of 
drainage when the cavity is almost obliterated. 
For diagnosis it has a definite field of usefulness. 
As regards type of infection, in my own hands 
the treatment outlined has been uniformly suc- 
cessful, irrespective of the bacteriology. Pneu- 
mococeal, streptoccal and staphylococcal infec- 
tions have responded practically in the same 
way. 

Referring to Dr. Levy’s remarks in regard to 
his special bag, I regard this as a mere detail. I 
make the point that in surgery, where ever you 
can accomplish your purpose equally well by 
the use of simple armamentarium, your technique 
is better for the reason that it is less complicated 
and therefore less likely to give trouble. 

III. Dr. H. R. Unsworth presented a pazer on 
“The Convulsive States.” Its purpose was: “. . 
to clarify differential points pertaining to the 
idiopathic convulsive state and symptomatic con- 
vulsive seizures.” He grouped them as follows: 

(A) Essential idiopathic epilepsy. 

(B) Seizures during adolescence, apparently 
idiopathic, but with a basic epileptic diathesis. 

(C) Cerebral epilepsy, with personality 
changes and later definite spells of periodic un- 
consciousness and sometimes nocturnal convul- 
sions. In children this causes mental deteriora- 
tion. 

(D) Epileptic equivalent, in which the patients 
become depersonalized. The explanation for this 
group is a defective germ plasm. 

(E) Nocturnal epilepsy, which usually pro- 
gresses to generalized convulsive seizures. The 
explanation. in adult cases, is organic pathology. 
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(F) Seizures due to intestinal disorders. This 
occurs only in infants and usually disappears 
with the approach of adolescence. 

Dr. Unsworth touched lightly on seizures seen 
in alcoholism, uremic states, poisons, and trauma, 
abscess or tumor within the cranium. He con- 
cluded with the hope that the paper “will stimu- 
late more profound thinking.on the part cf the 
profession when a case of convulsive seizure pre- 
sents itself for diagnosis and treatment.” 

Dr. W. J. Otis: The tragedy in many instances 
of convulsive seizure in babies during the ‘‘teeth- 
ing” stage is the stigmatizing of these children 
who in later life have no convulsions. 

Every attack is not an epileptic convulsion, 
nor is every so-called convulsion in a neuropath 
a definite epileptic equivalent. Epilepsy has a 
classical set of symptoms, and hysteria has 
its own classical symptoms. It is true a hysteric 
may have an epilepsy. The distinction is this: 
The epileptic does not know when he will have an 
attack; the hysteric dramatically works up to 
an attack. This is particularly true in medico- 
legal cases, where the examining physicians must 
be keen enough to rule out by exclusion. Some 
hysterics are found to be true traumatic epilep- 
sies, roentgen ray showing parts of the skull 
cra¢éked; but do not label every seizure or spell 
“epilepsy”—you do the patient much harm later 
on. 

Dr. L. L. Cazenevette: The convulsive state 
has been the subject of recent intense investiga- 
tion. Stanley Cobb of Boston calls attention to 
as many as fifty-six pathological states in which 
convulsion may occur. To explain these seizures 
he offers various physiologic mechanisms which 
include embriological defects and tissue destruc- 
tion, which act by altering neural conduction. 
Congestion, vaso-constriction, asphyxia, and in- 
creased intra-cranial pressure may act by means 
of cerebral anoxemia. 

Temple Fay and McQuarrie advance the theory 
that epilepsy has a hydraulic pathology. Fay 
believes the predisposing factor in a major seizure 
is a hydration state, and has advanced the de- 
hydration therapy. 

As to heredity, more elipesy is found in 
children of migrainous parents than in children 
of epileptics. 

IV. Dr. Lucien Fortier demonstrated with 
roentgenograms, “An Atypical Cose of Pulmonary 
Tuberculosis.” The man, 46 years of age, gave 
a history of influenza for one week. He was 
admitted 9/19/32 with temperature ranging from 
103 to 104, septic in type, blood count of 10,400 
to 5000 total white cells, 84 to 87 polys. Aspira- 
tion of chest produced a small amount of clear, 
straw-colored fluid, no pus, no organisms. On 
10/26/32, sputum examination showed the pres- 
ence of acid fast bacilli. A tentative diagnosis 
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was made of lung abscess, unresolved pneumonia, 
diabetes (low grade), and pulmonary tuberculosis. 
The patient died 10/28/32. 

Dr. S. C. Jamison: This case should indicate 
a lesson to us, the importance of a very care- 
ful history. It is easy to mistake tuberculosis for 
lung abscess, especially the so-called acute exuda- 
tive tuberculosis (really pneumonia) which under- 
goes, particularly with people of little or no im- 
munity, very rapid necrosis, and leaves a cavity 
after the necrotic material is spit out. We are 
not nearly as likely to see a chronic proliferative 
process with a slow process beginning at the 
apices of the lungs. 

I see nothing about this picture that would make 
me think it was not tuberculosis. Certain points, 
however, make me think it was not an abscess, 
especially the absence: of leukocytosis. With a 
pyogenic abscess there is a high leukocyte count 
(about 24,000 to 25,000) especially before the 
abscess ruptures and the material is spit out. 
An abscess is inconceivatle with a process of 
ordinary streptococcal pneumonia, and with a 
leukocyte count which dropped from 10,000 to 
5000. Pulmonary tuberculosis is not always 
found at the apices. The early types generally 
start under the clavicle; the first manifestation 
is a “gone tubercle’’—a fan-shaped area spread- 
ing out to the periphery of the lung. History 
and physical examination can only tell us that 
certain pathology exists. Roentgen ray examina- 
tion could tell nothing more. Diagnosis from 
roentgengram is frequently not justifiable. 

In this sort of situation, you feel that if you 
overlook pneumothorax you might not give the 
patient all possible chances. However, when the 
patient is very sick, exhausted, etc. one cannot 
do a pneumothorax. It must be done early. 

Dr. W. J. Durel: I agree with Dr. Jamison 
that this is not a lung abscess. It is evidently : 
case with an extensive lesion from the peribronchi- 
al region spreading over the lung. We must 
always think of peribronchial ‘childhood’ tu- 
berculosis (rightly called “hilum tuberculosis”) as 
a possible factor; once this was thought to be a 
general factor, but recently the mass of opinion 
has been that extension takes place not from 
the peribronchial lesion but from new lesions 
which are formed. Extension of lesions (pul- 
monary) occurs very seldom from the apex to 
the middle. There are cases of apical lesions, 
with cavities, but the patients seldom die. A 
subclavicular lesion as this is, is fatal in 40 per- 
cent of cases; beware of this in your prognosis. 
Make the diagnosis before the bacilli appear. 

As to pneumothorax, beware of the idea that 
it carries no more responsibility than injecting a 
hypodermic needle. With a purely unilateral 
lesion there is some infiltration, and pneumo- 
thorax is, of course, more favorable than with 
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bilateral tuberculosis; but the latter should not 
interfere with pneumothorax. 
The Executive Session followed, after which 
the meeting adjourned promptly at ten o’clock. 
Julius E. Isaacson, M. D. 


TOURO INFIRMARY STAFF MEETING. 

Dr. Urban Maes presided at the regular clini- 
cal meeting of the Medical Staff of Touro In- 
firmary on November 9, 1932. 

A case of cerebrospinal rhinorrhea was demon- 
strated by Dr. David Womack. This patient, a 
colored female, was discharging about ten drops 
of cerebrospinal fluid per minute through the 
nose when bending her head on the chest. The 
history of the case was that this condition was 
recognized about four months ago when the 
patient was referred to the ear, nose and throat 
clinic because of a coryza. Examination of the 
nose was negative except for a grayish white mass 
in the left sphenoid around which the fluid was 
discharging. Examination of the fluid showed it 
to be. free of mucin, therefore cerebrospinal 
fluid, The roentgen ray examination showed both 
antrums cloudy and the left ethmoid clear. There 
had been no headaches and no other complaint. 
The only point in the past history of any im- 
portance was the fact that in 1927 her left 
sphenoid was operated upon under local anes- 
thesia because of infection. Dr. Womack ex- 
pressed the opinion that the case was traumatic 
in origin, probably due to a gradual weakening 
of the bony structures involved in the operation. 
The prognosis was considered bad. 

Dr. Kearny mentioned two or three cases which 
he had seen. These cases usually had headaches 
which were worse when the flow was least. Dr. 
Weil stated that the condition was much more 
common than reported cases would seem to indi- 
cate, there being only 69 to 72 cases reported 
in the literature. The prognosis is bad because 
of the possibility of meningitis developing. An 
operation devised for the correction of the con- 
dition has only been performed twice, with a 
fifty per cent mortality. It was not deemed ad- 
visable. to do anything operative in this case. 

Dr. Anderson. also mentioned the fact that 
the condition was not as rare as reported cases 
would indicate. He has seen six cases in New 
Orleans. He mentioned the report of one case 
which was treated by applying a cast to the 
head and neck, holding the head in extension for 
six weeks. When the case was removed the 
rhinorrhea was no longer present and it was con- 
sidered a cure. He also stated that he thought the 
mass present in the left sphenoid was the dura. 

Dr.. Gilbert Anderson showed a patient to 
demonstrate the end results in a traumatic in- 
jury to. the skull and occipital lobe of the brain. 
This young man had been working on a boat 
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when a large cable broke arfd’struck him in the 
back of the head, producing a compound com- 
minuted fracture of the occipital bone. The 
injury had been handled elsewhere, debridement 
had been done, and some contused brain tissue 
removed. About six weeks later the patient began 
to have severe headaches, dizziness, and projectile 
vomiting, and was seen. at this time by Dr. An- 
derson. He was running a septic type tempera- 
ture with leukocytosis, and there was some brain 
exposed through the lacerated swollen wound. 
The mass was slightly smaller than a golf bal) 
when exposed, and was bathed in a pool of pus 
This was drained and packed. During the pro- 
gress of the case uncovered brain was exposed, 
studded with abscesses, about the size of a small 
orange. This was very fowl and necrotic, and 
it was decided to remove it. By means of 
grandually tightening rubber bands applied at 
the base of the mass almost the entire occipital 
lobe of the brain was removed in about six days. 
Another small mass fortied subsequently; it also 
was removed. At intervals the patient developed 
some mental cloudiness from which he, however, 
recovered promptly. On the fifty-second day an 
interesting complication occurred. The patient 
developed an _ epididymo-orchitis. Examination 
showed no gonococci present, but B. capsulatus 
muensa was found. The testicle had to be in- 
cised and drained. At present the head injury 
has healed entirely and the patient is well. He 
does have, however, a residual homonymous 
hemianopsia of which he is at present unconsci- 
ous. He is mentally clear. 

Dr. I. I. Lemann presented a_ problem in 
diagnosis, namely, heart block versus head injury. 
The history of the case is as follows. A white 
lady, 55 years of age, was first seen in June 1932 
complaining of pains in the leg, headaches, and 
chronic constipation. For the previous four or 
five years she had been having pains in the legs 
upon walking, which would cause her to stop and 
rest. This condition had become worse in the 
previous six months. She knew that she had 
had high blod pressure for the past seven years. 
In November 1931 she had suddenly gone blind 
temporarily for a short time. It had not been 
possible to ascertain whether the “blindness” 
lasted a few minutes or a few hours. She had 
then been confined to her bed for five months. 
Upon examination in June 1932 she had a very 
unsteady gait. Her heart rate was 92 and regu- 
lar. Blood pressure was 186 systolic, 100 dias- 
tolic. The heart was not enlarged. She was 
completely blind in her left eye and presented 
an old choroiditis in both eyes. The urine showed 
a trace of albumin but was otherwise negative. 
The diagnosis made at this time was chronic 
nephritis, hypertension, intermittent claudication, 
chronic constipation. On October 16, 1932 she 
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suddenly became dizzy, fell and struck her head. 
She was seen about 45 minutes later by a member 
of Dr. Lemann’s staff. At that time she was 
semi-conscious and the bowels and bladder had 
acted involuntarily. Her pulse was between 50 
and 60 per minute, and blood pressure was 140 
systolic and 100 diastolic. She was brought to 
Touro Infirmary immediately and seen by Dr. 
Lemann about an hour and a half later. At that 
time she was well oriented. There was a contused 
lacerated wound over the right temporo—oc- 
cipital region about one inch long. Pulse rate 
was 32 and regular. The blood pressure was 160 
systolic and 70 diastolic. The question arose as 
to whether or not this was a case of head injury 
with possible cerebral concussion or perhaps a 
cerebral hemorrhage. Heart block with Stokes- 
Adams syndrome was also considered. It was 
interesting to note that while the pulse rate had 
become increasingly slower since the accident, the 
patient had regained consciousness. Because of 
the very slow heart rate, heart block was con- 
sidered and an electrocardiogram was made im- 
mediately. At the time the electrocardiagram 
was made, however, the pulse rate had risen to 
60 per minute, practically double the previous 
rate. This factor in itself was very significant 
and tended to substantiate the impression of 
previous heart block. It was doubted whether or 
not a head injury could have so suddenly cleared 
up. The electrocardiagram gave a typical pic- 
ture of acute coronary occlusion. The P-R in- 
terval was .2 second, showing defective A-V con- 
duction. There was marked S-T depression and 
a typical T wave. The diagnosis was, therefore, 
acute coronary occlusion. The next day the 
patient was doing very well with a pulse rate of 
72 per minute. A pericardial friction rub was 
noted for the first time. Blood pressure had risen 
to 200 systolic and 115 diastolic. Crepitant rales 
were noted at the base of the left lung. This 
was thought to be a probable pulmonary infarc- 
tion. Spinal puncture was done which showed 
a slightly increased pressure but no other 
abnormality. The pericardial friction rub per- 
sisted only for twenty-four hours. On the third 
day the pulse became very irregular and rapid 
and an electrocardiogram at this time showed a 
typical picture of auricular fibrillation. - Cheyne- 
Stokes breathing developed on this day. On the 
fourth day the patient became stuporous and 
the temperature rose. She also developed a 
weakness of the right arm which was interpreted 
as a cerebral-embolism on the left side. The 
patient became weaker, lapsed into a stupor from 
which she did not recover and died with a temper- 
ature of 107 degrees. The monoplegia continued 
to the end, and before death there were signs of 
bilateral terminal bronchopneumonia. The 
leukocyte count had ranged between 12,000 and 


21,000. The final diagnosis was, therefore, 
coronary occulsion with transient heart block, 
auricular fibrillation, cerebral embolism, pulmon- 
ary embolism, arteriosclerosis, chronic nephritis, 
bronchopneumonia. There was no autopsy. 

Dr. Heninger stated that coronary occlusion 
with heart block was rare. He also thought that 
it was unusual to find a normal sized heart in 
an individual who had had hypertension for 
seven years. He then discussed a case of his 
own with coronary disease and auricular fibrilia- 
tion without pain. 

Dr. Rives stated that from the surgical stand- 
point a slow pulse in head injury occurs only late 
in the condition unless there is massive hemor- 
rhage, when there is a rapid rise in blood pres- 
sure. 

Dr. Lemann, in concluding, emphasized the 
frequency of painless coronary occlusion. He 
stated that it was difficult to understand the 
physiology of this lack of pain. 

Dr. Charles Bloom presented an interesting 
case of encephalitis following vaccination for 
smallpox. This five year old boy, seen Septem- 
ber 9, 1932, weighed only 28% pounds. He had 
been vaccinated on August 1, and had had high 
fever for two weeks. . Three weeks later he be- 
gan to vomit, and had vomited constantly until 
the time Dr. Bloom saw him. All possibilities 
were considered and complete examinations were 
made. The spinal fluid examination was under 
pressure, and various cell counts ranged from 
400 to 600 cells. The possibility of tuberculous 
meningitis was considered, and two tuberculin 
tests were made. These were negative. Dr. 
Holbrook saw the child in consultation and agreed 
with the diagnosis: of encephalitis following vacci- 
nation. The case subsequently died in spite of 
frequent spinal punctures. 

The second case discussed by Dr. Bloom was 
one diagnosed labyrinthitis. This patient was 
seen October 24, 1932; had suddenly become ill 
October 1, 1932 with vomiting, temperature 99, 
and no other complaint. By October 5, 1932 
the child was well again and then three days later 
he began to have fever and vomiting. On Oc- 
tober 12, 1932 it was noticed that the boy usual- 
ly held his head on the right side or lay on that 
side, and when his head was turned to the left 
or he lay on the left side he became dizzy and 
vomited. On October 20, 1932 he complained of 
pains in his ear, » d paracentesis was done which 
resulted in improvement for about twenty-four 
hours. When Dr. Bloom saw the patient there 
was this nausea when the patient turned his head 
to the left, definite nystagmus and fever. The 
possibilities considered were tuberculous meiningi- 
tis, septic meningitis, encephalitis, und neoplasm. 
Dr. Daspit saw the patient in consultation and, 
while his first impression was one of neoplasm, 
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he later thought of the ear as a possible source 
of trouble because of the onset of dizziness 
and vomiting when the patient turned his head 
to the left. Dr. John Irwin examined the patient 
and made a diagnosis of acute left labyrinthitis 
following middle ear infection. The pathology 
was limited to th» ventricular portion of the 
labyrinth as there was no nerve deafness. 

In the discussion which followed these two 
cases Dr. Holbrook mentioned four cases of 
myelitis or encephalitis which he had had following 
vaccination. There was a high mortality in these 
cases. Dr. Weil in discussing the case of labyrin- 
thitis stated that in his opinion there was little to 
bear out the diagnosis, especially since there was 
no nerve deafness. He thought that if it was 
labyrinthitis it was more likely the toxic variety. 
Dr. Kearny mentioned some of the cases of 
labyrinthitis in his own experience. He thought 
the case was probably a serous labyrinthitis. He 
stated, however, that the absence of nerve deaf- 
ness was certainly against the diagnosis. 

Two interesting case reports were briefly sum- 
marized by the Chairman, and no discussion fol- 
lowed. 


Willard R. Wirth, M. D. 


VICKSBURG SANITARIUM STAFF MEETING. 


The regular monthly meeting of the staff of 
the Vicksburg Sanitarium was held on November 
10 at 6:30 P. M. After the business of the staff 
and a consideration of the reports from the rec- 
ords department and analysis of the work of the 
hospital, Dr. F. Michael Smith, Director, Warren 
County. Health Department, made a report of 
vital statistics for the month of October. 

Special case reports were presented as follows: 

1. Endometriosis Associated with Dermoid 
Cyst.—Dr. J. A. K. Birchett, Jr. 

Discussed by Dr. G. M. Street. 

2. Nephritis—Dr. L. J. Clark. 

Discussed by Drs. G. M. Street, G. C. Jarratt, 
and L. S. Lippincott. 


3. Squamous Cells Carcinoma of Base of 
Tongue.—Dr. E. H. Jones. 

Discussed by Dr. J. A. K. Birchett, Jr. and 
G. M. Street. 


Dr. G. M. Street reported on the recent meet- 
ing of the Interstate Post Graduate Assembly at 
Indianapolis and Dr. J. A. K. Birchett, Jr. re- 
ported on the recent meeting of the American 
College of Surgeons at St. Louis. 

Selected radiographic studies were demonstrat- 
ed as follows: Pulmonary tuberculosis (four 
cases); carcinoma of stomach; renal calculi (two 
cases). 

The meeting closed with a lunch. The next 
meeting of the staff will be held on Monday, De- 
cember 12. 
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Abstract—Endometriosis Associated with Der- 
moid Cyst.—Dr. J. A. K. Birchett, Jr. 

Patient—Colored female, aged 33 years, house- 
wife; married, no children, no miscarriages; ad- 
mitted to hospital October 8, 1932. 

Chief Complaint—Pain of dull character in 
right lower abdominal quadrant. 

History of Present Complaint—For previous 
six months this pain had been present associated 
with pain across back and referred down back 
of legs. At menstruation the pain was very acute 
and the patient had to go to bed for the duration 
of the period, which was short. Flow was scanty 
and followed by profuse leukorrhea. For previ- 
ous four months had noticed a mass developing 
in the lower abdomen. ; 

Past History—No operations, no children, no 
serious illnesses, indigestion for past two or *hree 
years with gaseous distention and upper abdomin- 
al discomfort, relieved by taking soda. Was con- 
stipated and had had one or two attacks of hemor- 
rhoids. Acute cold, mostly in the head, with 
some throat disturbance for previous two days. 
No cough, hemoptysis or chronic sore throat. No 
history of cardiac or circulatory disease, no 
palpitation, dyspnea or chest pain. Menstruation 
lasted usually two or three days, never longer. 
Began at 18 years. Had never missed a period; 
last period September 30 which was scant and 
accompanied by much pain. 

Family History—Mother died at 45 years with 
nephritis; father died at 65 years with appoplexy; 
three brothers living and well; one sister living 
and well. 

Physical Examination—Temperature 100° F., 
pulse 86, full; blood pressure 126/80; respiration 
16, regular. Well developed and nourished; not 
acutely ill. Some tenderness over lower abdomen 
with indefinite mass above symphosis; firm, not 
hard, movable. Cervix had round os, was of 
soft texture, points downward and slightly or- 
ward; slight discharge, white. Uterus was dif- 
ficult to outline because of large mass in cul-de- 
sac which extended upward to the anterior ab- 
dominal wall. This mass felts cystic with per- 
haps thickened walls, and was moveable. Tender- 
ness more marked in right fornix. Uterus was 
apparently anterior to mass and slightly to the 
right. Few internal hemorrhoids. Physical ex- 
amination otherwise not remarkable. Impres- 
sion—Ovarian cyst; possible fibroids. 

Clinical Laboratory—Blood: Hemoglobin 82 per 
cent; erythrocytes 4,290,000; color index 0.97; 
leukocytes 8,900; differential leukocyte count; 
small lymphocytes 34 per cent, large lymphocytes 
17 per cent, monocytes 7 per cent, polymorpho- 
nuclear neutrophils, mature 24 per cent, im- 
mature 18 per cent. No malaria found. Wasser- 
mann, Kline and Young, and Kahn tests negative. 
Urine—Slight trace of albumin. Cervical smear: 
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Numerous pus cells; 
other organisms. 

Procedure—From the evidence brought out at 
examination, we were dealing with chronic in- 
flammatory disease of the pelvis, possibly with 
fibroids, and a cystic condition in the ovary which 
suggested a dermoid. Operation was, therefore, 
advised. After a preliminary preoperative prepa- 
ration of four days to clear up the slight coryza, 
operation was peformed. 


few gonococci; numerous 


Under spinal anesthesia a low midline incision 
was made. The omentum was firmly adherent to 
the large cystic mass which filled the entire pelvis 
and which crowded the hypertrophied nodular 
uterus forward and upward under the symphysis; 
there were numerous subserous fibroids evident 
but of small size. Both tubes were cystic and 
were densely plastered to the peritoneum of the 
pelvis from which it was impossible to separate 
them. A partial removal of the tubes was done. 
The appendix was not molested. All raw surfaces 
were carefully peritonealized. It was noted dur- 
ing operation how densely adherent the adnexae 
were to the adjacent peritoneum of the pelvis 
which necessitated careful dissection because of 
the tendency to hemorrhagic oozing. There was 
not evidence of purulent inflammation in any of 
the cavities so generally noted in the usual cases 
of chronic pelvic inflammation. This patient had 
a rather stormy post-operative period, tempera- 
ture rising as high as 102° F., with gastric dilata- 
tion and general toxic symptoms but with abdo- 
men remaining free of usual signs of peritoneal 
irritation, i. e. tenderness, rigidity, distention or 
pain. There was a _ sero-sanguinous drainage 
from abdominal drain left in at operation for a 
longer period than is usual with the average case. 
We attribute the stormy post-operative period to 
the presence of endometriosis shown by patho- 
logical study. This, in our experience, gives us 
a patient more easily upset and more toxic than 
the case not complicated by this condition. Re- 
cently is was necessary to reopen a case of en- 
dometriosis on the seventh post-operative day to 
relieve a loop of strangulated, angulated ileum 
which had come in contact with endometrial tissue 
remaining in the pelvis following operation. An 
acute inflammatory disturbance involving the 
bowel had developed. 

Pathological examination of tissues removed at 
operation showed endotrachelitis, chronic, cystic; 
fibro-leiomyoma of uterus; fibro-leiomy-adenoma 
of uterus, multiple; endometritis chronic, hyptr- 
tfophic; salpingitis, chronic, bilateral; endon e- 
triosis, both tubes, both broad ligaments, ad 
both ovaries; calcareous degeneration, left tute 
and both ovaries; cystic right ovary; dermoid cyst 
of left ovary; odphoritis, chronic, left. 


Abstract—Acute Nephtitis—Dr. L. J. Clark. 
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Patient—White male, aged 66 years, widower; 
admitted to hospital September 16, 1932. 

Chief Complaint—Weakness, headache, blood in 
urine, and swelling of feet and eyelids. 

Onset about six months ago; began having 
fever, malaise, general weakness. After com- 
plete examination at this time nothing definite 
was found. His condition suggested a chronic 
malarial infection for which he was treated. How- 
ever, he did not respond to this treatment very 
well and ahout two months ago he began passing 
bloody urine, having nocturnal headaches, slight 
swelling of ankles, and general weakness. There 
was no fever noted at that time. There was no 
dyspnea, no insomnia; headache worse at night 
but easily relieved by aspirin. He noticed that 
his kidneys acted more at night than in the day 
time, and that the blood in the urine became mg 


noticable. The swelling was much more evident. 
Appetite and digestion good. No nervous symp- 
toms. 


Past History—No outstanding illnesses of im- 
portance. Gall bladder removed three years 
ago. Aside from a few worries and financial dis- 
turbances his health had been excellent up until 
six months ago. 

Physical Examination—Temperature 99° F., 
pulse 86, regular. Blood pressure 180/100. Res- 
piration 18, regular. Well developed and poorly 
nourished, senile white man of possibly 66 years 
of age. Not uncomfortable, but apparently ill. 
There was considerable puffing of lower lids. The 
fundi show definite evidence of albuminuric re- 
tinitis and some thickening of blood vessels. Heart 
regular; sounds somewhat accentuated especially 
the aortic second sound; soft systolic murmur at 
apex. Few fine basal rales. Liver two fingers’ 
breadth below costal margin, slightly hard but 
not nodular. No fluid or areas of tenderness or 
masses in abdomen. There was an upper right 
abdominal scar. Some slight soreness over kid- 
ney region. Marked edema of the legs and 


ankles. Physical examination otherwise not re- 
markable. 
Clinical Pathology—Blood: September 16, 


leukocytes 9,700; small lymphocytes 16 per cent; 
large lymphocytes 6 per cent; monocytes 2 per 
cent; polymorpho—neutrophils, mature 56 per 
cent; immature 20 per cent; no malaria found. 
Blood Wassermann, Kline and Young, and Kahn 
tests negative. September 29, hemoglobin 6,768 
grams per 100 cc. (40 per cent); erythro- 
cytes 3,010,000; color index 0.66; leukocytes 
5,500; small lymphocytes 30 per cent; large 
lymphocytes 3 per cent; monocytes 3 per cent; 
polymorponuclear neutrophils, mature 42 per 
cent; immature 18 per cent; polymorphonuclear 
eosinophils, 2 per cent; polymorphonuclear baso- 
phils 2 per cent. October 29, hemoglobin 7.19 
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grams per 100 cc. (42.5 per cent); erythrocytes 
3,400,000; color index 0.62; leukocytes 5,300; 
small lymphocytes 25 per cent; large lympho- 
cytes 2 per cent; monocytes 6 per cent; polymorph- 
onuclear neutrophils, mature 43 per cent imma- 
ture 23 per cent; polymorphonuclear basophils, 
1 per cent. October 1.—Urea_ nitrogen. 30.36 
milligrams per 100 cc.; creatinin 2.7 miligrams 
per 100 ce. October 4.—Plasma fibrin 0.338 per 
cent; plasma albumin 0.708 per cent; plasma 
globulin 2.2 per cent; total plasma proteins 7.246 
per cent; blood chlorides 775.5 milligrams per 100 
cc. October 13.—Urea nitrogen 21 milligrams 
per 100 cc.; blood chlorides 468 milligrams per 
100 ec. Urine: September 16.—Acid, specific 
gravity 1.011; albumin eight per cent (by vol- 
ume); hemoglobin three-plus; many finely granu- 
lar casts; many fresh red blood cells. Urine 
showed from three to eight per cent albumin; 
finely and coarsely granular and few hyaline 
casts and many fresh red blood cells until Oc- 
tober 14. On October 29, albumin was two per 
cent (by volume); there were numerous finely 
and coarsely granular and rare hyaline casts; 
and many fresh red blood cells. Repeated ex- 
amination for tubercle bacili were negative. The 
total output of urine at first average 1,500 cc. 
as compared to an intake of approximately 1,200 
ec. Relief of edema probably accounted for the 
difference. The night urine averaged about 300 
ce. more than the day urine. The specific gravity 
of the day urine averaged 1,022 and that of the 
night urine 1.010. 


Cystoscopic examination on September 16, 
showed normal mucous membrane with no evi- 
dence of growth. Pyelograms of kidneys did not 
reveal any definite pathology. Phenolsulphon- 
phthalein test, intravenous, 15 minutes, showed 
an output of 11 cc. of urine from the right kid- 
ney with dye 1.5 per cent; from the left kidney 
10 cc. with dye 1 per cent. Specimens from both 
kidneys showed many fresh blood cells and few 
pus cells. No tubercle bacilli or other organ- 
isms could be demonstrated. 


Summary—tThis case is a good example of a 


nephritic individual who does not need a diet 
restricted in proteins. As a matter of fact, he 
was allowed to eat his usual balanced diet. The 
salt intake was restricted and this, with the ad- 
ministration of magnesium sulphate, has produced 
marked relief in the edema, blood pressure, head- 
ache, and amount of blood in the urine. This 
patient is still under observation and I am glad 
to report he is very much improved including an 
increase of about two million in the red blood cell 
count after the use of iron and ammonium ci- 
trate. 


Abstract—Carcinoma of Base of Tongue.—Dr. 
E. H. Jones. 
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Patient—White male, aged 49 years, fisher- 
man, widower; seen October 26, 1932. 

Complaint—Extremely painful sore throat of 
several months’ duration. 


Family History—Father died at approximately 
30 years of age, some kind of fever, mother died 
at 60 years, insanity. Four sisters living and well. 
One maternal aunt died of tuberculosis. Patient 
saw her occasionally but never lived in the same 
house. Inasmuch as he was 13 years of age at 
the time of her death, this very probably had no 
influence upon him. Family history negative for 
malignancy, cardiac and renal disease. 

Past History—Had been rather healthy all of 
his life. Had chicken pox and measles in child- 
hood with no complications. Had mumps about 
eight years ago with no complications. Had in- 
fluenza in 1918 with no complications. In the fall 
of 1918, while working as a switchman on a rail- 
road, a steel billet fell off of a flat car and broke 
his left leg below the knee. It was while he was 
in the hospital with this fracture that he had in- 
fluenza. The leg recovered without any disabil- 
ity, and he has had no other serious acidents. 
Contracted syphilis in 1917 and again in 1924; 
each time he was treated by a physician until a 
negative Wassermann was obtained and he was 
discharged as cured. In 1925 he had an operation 
by Dr. Podesta of this city for buboes, left. He 
denies having had gonorrhea, stating that no dis- 
charge was present at any time. No other opera- 
tions. 

He married in 1911 and lived with his wife 
until 1916; during that period she had no preg- 
nancies. They were divorced. 

Present Illness—The present illness started 
some six months ago. At that time he had a 
feeling of soreness in his throat. If he ate any 
foods that were acid or highly. seasoned there 
was a burning sensation on swallowing. Being 
financially unable to consult a physician, he went 
to the Charity Hospital. A Wassermann was re- 
ported negative; nevertheless, he was given five 
injections of neosalvarsan with no improvement. 
His blood was positive for malaria and he re- 
ceived 16 “shots” of quinine intravenously. He 
also took more than one ounce of quinine by 
mouth. During this period of time he had not 
enly no improvement of symptoms, but constant- 
ly grew worse. The staff at the Charity Hospital 
prescribed some gargle for him which he used and 
he used others, including peroxide and glycerin 
and potassium permanganate. Some two months 
ago for the first time he expectorated bloody 
sputum. At that time it came on only at in- 
tervals, though lately he has been spitting. some 
blood every day. For three months he has been 
having to live on a soft and liquid diet almost 
entirely; however, there are intervals when his 
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throat improves sufficiently so that he is able 
to eat solid food. During this six months’ period 
he has lost around 30 pounds in weight and feel- 
ing that something serious must be wrong, he 
came in for examination. 

Personal Habits—Before the onset of this ill- 
ness he drank 10 to 12 large cups of black cof- 
fee daily. Since his illness when he had been 
confined to his boat, he had been drinking not 
less than a half gallon of coffee daily and some- 
times as much as one gallon. Before the onset of 
his illness he only smoked one ounce of tobacco 
daily and still smoked that amount. He used 
cigarettes which he made himself. He had not 
noted any exaggeration of symptoms following 
the use of tobacco and had continued smoking. 
Patient never drank tea or coca cola. He had 
been a heavy drinker of whisky all his life up 
until about two years ago. Since that time he 
had. gone.on periodical drunks lasting from one to 
two weeks with one to six months of total ab- 
stinence. Since his throat had been bothering 
him he had abstained entirely until the day be- 
fore examination. At that time he was suffering 
so intensely that he took a few drinks hoping 
it would relieve the pain. Since the onset of 
this illness he has slept very poorly, stating that 
for a month at a time he did not sleep more than 
one hour a night. 

Respiratory System—Patient stated that he 
was not susceptible to colds, that he never had 
the sensation of having one. He started smoking 
cigarettes at the age of 12 years and had had 
a hacking cough ever since that time. No 
hemoptysis until present illness. 

Circulatory System—About two years ago he 
had had some trouble,—dizziness, etc., and con- 
sulted a physician who told him that he had two 
leaky valves in his heart and that it was missing 
an occasional beat. Had had occasional recur- 
rences, 

G. I. System—Appetite was simply enormous. 
No trouble with digestion. He had a tendency 
towards constipation and took medicine occasion- 
ally. 

G. U. System—No nocturia, polyuria; dysuria 
or hematuria. 

He had had all of his teeth extracted except 
four lower ones, the two lateral incisors and the 
two canine teeth. He had a bridge for the two 
central incisors. He did not wear a plate. He 
had the teeth removed because of pyorrhea. 

Examination—The ears were negative to in- 
spection. The nasal septum was one-plus, devi- 
ated to the right. All membranes were con- 
gested but ventilation was fair. Transillumina- 
tion negative. Oral hygiene fair. The four re- 
maining teeth were suspicious. The tonsils were 
medium in size and showed a moderate degree 
of infection. The pharynx was quite congested 
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as is usually noted in heavy smokers. On in- 
direct laryngoscopy an ulcerated area was noted’ 
at the base of the tongue just anterior to the 
epiglottis. On palpation there was found to be 
a small ulcerated cavity with fairly sharply de- 
fined borders but no marked induration noted. 
The ulcer was covered with a very foul smelling 
membrane and it was apparent that some food, 
etc., had collected in the cavity. The anterior 
cervical glands were definitely enlarged but not 
painful to palpation and did not seem particularly 
matted. A swab was taken for laboratory exami- 
nation; a section of the ulcer was taken for 
biopsy. He was referred to Dr. L. J. Clark for a 
complete general examination. The patient was 
examined under the fluroscope. He was allowed 
to drink a light barium meal and the opaque fluid 
could be seen collecting in a cavity at the base 
of the tongue. There was no evidence of any 
structure of the esophagus. A roentgenogram was 
taken and it was estimated that the cavity was 
roughly one inch in depth by three-fourths inch 
in other diameters. 

Dr. Clark reported the general physical exami- 
nation entirely negative. He was unable to find 
any evidence of any metastases. 

The laboratory report revealed the presence 
of a mixed infection including streptococci and 
Vincent’s angina. The pathological report re- 
vealed a squamous cell carcinoma, grade III. 
The other reports were essentially negative. Due 
to the location of the area and the state of in- 
volvement, it was decided that radical surgery 
would be ineffective and, therefore, contra-indi- 
cated. Deep roentgen ray therapy was advised; 
eight treatments of thirty minutes each were ad- 
vised. 

Progress Notes—During the time of examina- 
tion he had a very profuse hemorrhage. He stated 
that he lost some three quarts of blood, though 
this estimate was thought rather high. Euphagin 
tablets were given for relief of the pain of de- 
glutition. Two roentgen ray treatments have al- 
ready been administered. There has been no 
further hemorrhage and the patient reports that 
he feels very much better. 


BILOXI HOSPITAL 


The Staff of the Biloxi met in regular session 
Friday night, November 4. The hospital report 
for October was read and the interesting cases 
discussed. 

There was a discussion of ways and means of 
collecting from the accident cases brought in. 
Among other things brought out was the fact 
that a verbal agreement to be responsible for 
the costs of medical attention was worthless in 
a large percentage of cases. In order to try to 
overcome this the secretary was instructed to 
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have cards made to be signed by the party ac- 
cepting the responsibility. 

During the month the old roentgen ray ma- 
chine was replaced by the latest type of West- 
inghouse unit. 

At the last meeting of the American College 
of Surgeons full membership in the organization 
was conferred upon Dr. G. F. Carroll. The Staff 
congratulated Dr. Carroll on his attainment. This 
is the second member of our staff to be so hon- 
ored as Dr. G. W. Wallace was elected to mem- 
bership last year. 

Dr. P. E. Werlein returned Saturday, Novem- 
ber 3, from Germany where he went to study 
along the lines of his specialty, eye, ear, nose 
and throat. 

On November 1 we were visited by Dr. Felix 
J. Underwood. He is an ever welcome guest on 
the Gulf Coast. 

E. A. Trudeau, Secretary. 


MISSISSIPPI BAPTIST HOSPITAL STAFF, 
JACKSON 
The regular meeting of the staff was held in 
the dining room of the hospital at 6:30 in the 
evening with 33 members and five visitors pres- 
ent. 


The superintendent made a brief talk and then 
the minutes were read and adopted. 

Dr. F. M. Armstrong presented a case report 
as follows: 

W. F., aged 34 years, who was seen complain- 
ing of pain in lower abdomen of a very excru- 
ciating nature. Her previous health had been 
very good with the usual childhood diseases. She 
came from an asthmatic family and had had hay 
fever herself on a number of occasions. She was 
seen at 5 P. M. with this terrific pain in the 
whole lower abdomen. Menses were two weeks 
over due though there was some vaginal flow at 
tne time, which had started that day. Pulse 100, 
respiration 30, temperature 101 F. She was 
given morphine, gr. %, which relieved her for 
about two or three hours somewhat, and then 
it became much worse. She was brought to the 
hospital where her leukocyte count was 21,000; 
polymorphnucleas neutrophils 65 per cent; and pre- 
pared for operation. On catheterizing her it was 
found that there was a trace of albumin and a red 
tinge to the urine. It was thought that the diagnosis 
was ruptured ectopic pregnancy, and this was 
concurred in by the consultant surgeon. Ether 
anesthesia was given which was poorly taken. 
Respiration was poor and resuscitants had to be 
resorted to. The laparotomy revealed a peritoni- 


tis with about three ounces of salmon colored 
fluid in the pelvis, which was purulent in nature 
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though the culture made from the same was neg- 
ative for any growth. The tubes were filled with 
the same type of material. The right tube was 
the worst and was removed as well as the appen- 
dix, since it presented itself so easily. Three 
large rubber drains were put in and dressed. 
When the patient awakened the same excrucia- 
ting pain was evidenced and morphine was giv- 
en, but it was very unsatisfactory and hard to 
get any relief from the same. The patient be- 
came cyanotic and bluish grey in color. Hemo- 
globinuria resulted and large quantities of almost 
black urine were passed. Black, hemoglobin-like 
material came from the wound and abdomen on 
pressure at any time. The glands of the neck 
began to swell as though they were being pumped 
up and everything in the way of blood and in- 
fusions were resorted to, and yet the hemolysis 
continued. The patient died within 36 hours of 
the onset of the disease, her temperature having 
remained normal the whole time. The cause of 
the symptoms was undertermined. 

The case was discussed by Drs. S. H. McLean 
and H. R. Shands, who had both seen the case, 
and they were also unable to express an opinion 
as to the cause of the disease. It seemed to look 
like a chemical poison of some kind. 

Dr. Temple Ainsworth presented a case report 
as follows: 

W. F., aged 15 years, came to the hospital be- 
cause of symptoms of appendicitis, and was about 
to be operated upon for the same when the urine 
was found to show large quantities of albumin 
and hemoglobin. A cystoscopic examination was 
resorted to instead and it was found that the 
urine did not excrete any dye in twenty minutes. 
Blood urea and creatinine tests were done and 
found to be U. N. 60 mgs.; creatinine 5 mgs. Her 
output was only about one to two ounces in 24 
hours. Her blood findings arose each day till at 
the end of a week urea nitrogen was 135 and 
creatinine 9 mgs., with a phenolsulphonphthelein 
output in two hours of 10 per cent. Blood 
transfusions and infusions of glucose in saline 
and diet were resorted to in the way of treat- 
ment. The patient left the hospital against ad- 
vice on the fifteenth day with a creatinine of 2.0 
and urea nitrogen of 60 mgs. She returned 
twelve days later with blood, pus and albumin in 
the urine and this time the pelvis of the kidney 
was washed with mercurochrome. In the mean- 
time there had been a report obtained from an- 
ot’ er laboratory to which some of the blood had 
been sent of a positive malaria infection and 
quinine had been given per rectum. At the pres- 
ent time the urine output has increased to 30-40 
ounces and the urine has cleared as well as the 
blood. Urea nitrogen is 40 mgs., and creatinine 
is 2.5 mgs. 




















This case was discussed by Dr. F. Hagaman. 

Dr. F. Hagaman reported a case as follows: 

An infant had been circumcised, as was usual 
when the proper time had been selected, and the 


case was sent home. The patient has been dress- 
ed by the nurse at home with carbolated vase- 
line as was usual. In a week the parents called 
stating that the diapers were stained badly and 
were advised to send or collect a urine specimen. 
This was done and it was found that the urine 
was clear but that after it had stood for a while 
that it had become rather black looking. The 
three things that were found that would cause 
this were melanin, aleaptonuria, and phenol. It 
was assumed that the phenol was the cause. The 
urine cleared on the abstinence of the phenol. 
Dr. Brister Ware was accepted as a member of 
the Staff of the hospital at this meeting and Dr. 
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Walton Shannon, D.D.S., was also elected to the 
staff in the same manner. 

Drs. Wall. Hagaman and Batson were appoint- 
ed as program committee for the December meet- 
ing. 

Dr. Armstrong offered to show at some time 
in the near future, medical and surgical pictures. 
A discussion was entered into as to the showing 
of these at the regular staff meeting and a mo- 
tion was made and passed to have these pictures 
in lieu of the regular meeting at the next time, 
which would be December. 

Dr. Ainsworth reported a very interesting trip 
to the Cleveland Clinic where he witnessed some 
very interesting work with the resectoscope and 
saw some other interesting sights and work by 
Crile. 

Lawrence W. Long, Secretary. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


ORLEANS PARISH MEDICAL SOCIETY. 
CALENDAR. 
DECEMBER 1—Clinico-Pathological Conference, 
Touro Infirmary, 10:30 to 11:30 A. M. 


DECEMBER 2—Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 
DECEMBER 2—Physiology Seminar, Tulane 


Medical School, 5 P, M. 

DECEMBER 5—Eye, Ear, Nose and Throat Hos- 
pital Staff, 8 P. M. 

DECEMBER 8—Clinico-Pathological Conference, 
Touro Infirmary, 10:30 to 11:30 A. M. 

DECEMBER 8—French Hospital Staff, 8 P. M. 


DECEMBER 9—Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 
DECEMBER 9—Physiology Seminar, Tulane 


Medical School, 5 P. M. 

DECEMBER 10—Election of Officers for 1933, 
Orleans Parish Medical Society. Balloting 
shall take place in the office of the Society, 
1430 Tulane Avenue, between the hours of 
10:00 A. M. and 12 Noon; 2:00 to 5:00 P. M.; 
and 7:00 to 8:30 P. M. 

DECEMBER 12—ORLEANS PARISH MEDI- 
CAL SOCIETY, 8 P. M. 

DECEMBER 14—Touro Infirmary Staff, 8 P. M. 

DECEMBER 15—Clinico-Pathological Conference, 
Touro Infirmary, 10:30 A. M. to 11:30 A. M. 

DECEMBER 15—Eye, Ear, Nose and Throat Club, 
8 P. M. 


DECEMBER 16—Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 

DECEMBER 16—I. C. R. R. Hospital Staff, 
12 Noon. 

DECEMBER 16—Physiology Seminar, Tulane 


Medical School, 5 P. M. 


DECEMBER 16—Mercy Hospital Staff, 8 P. M. 

DECEMBER 19—Stanford E. Chaillé Memorial 
Oration, Orleans Parish Medical Society, 
8 P. M. Dr. Joseph Colt Bloodgood, of Bal- 
timore, Orator. 

DECEMBER 20—Charity Hospital, Medical Sec- 
tion. 

DECEMBER 21—Charity Hospital, Surgical Sec- 
tion. 

DECEMBER 22—Clinico-Pathological Conference, 
Touro Infirmary, 10:30 to 11:30 A. M. 


DECEMBER 23—Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 
DECEMBER 23—Physiology Seminar, Tulane 


Medical School, 5 P. M. 
DECEMBER 27—Baptist Hospital Staff, 8 P. M. 


During the month of November besides the regu- 
lar meeting of the Board of Directors, the Society 
held one joint Clinical Meeting with the Charity 
Hospital Staff and one regular scientific meeting. 
At the Clinical Meeting interesting cases, were. pre- 
sented and discussed by the members. 

At the Scientific Meeting held November 28 the 
following program was presented: 

“Painless Coronary Occlusion” 

od ACRE ae EL EE OE Dr, I. I. Lemann 

Discussed by Dr. Ben Henniger and Dr. 
Randolph Lyons. 

“Fractures of the Mandible and Their Treatment.” 
pS a es See ee ee. Dr. J. P. Wahl 
Discussed by Dr. H. B. Gessner. 

At this meeting Delegates and Alternates to the 

Louisiana State Medical Society were elected. 
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Nominations for officers for 1933 were handed into 
the Secretary at 9 P. M. Election of these officers 
will be held Saturday, December 10, between the 
hours of 10 A. M. and 12 Noon; 2 and 5 P. M.; 
and 7 and 8:30 P. M. in the office of the Society, 
1430 Tulane Avenue. Only Active Members in 
good standing are eligible to vote. 


On Monday, December 19, Dr. Joseph Colt 
Bloodgood, of Baltimore, will deliver the Stan- 
ford E. Chaillé Memorial Oration. Dr. Bloodgood 
wishes it emphasized that he is particularly anxious 
to have present at this lecture the dentists of the 
city and the trained nurses. His subject matter 
will be of particular interest to the three profes- 
sional groups, médicine, dentistry and nursing, but 
it will also be a lecture which will be understood 
and comprehended by the laity. 

While Dr. Bloodgood is in New Orleans plans 
are being made to have him give clinics and to 
show by lantern demonstration, his splendid col- 
lection of slides illustrating various phases of the 
cancer problem. 


The Secretary’s office has been unusually busy 
taking care of the activities of the various com- 
mittees appointed to alleviate hospital abuse. The 
President appointed the following committees and 
they have been most active: 

Committee on Federal Hospitals—Dr. Emmett 
Irwin, Chairman; Drs. H. W. E. Walther, G. C. 
Anderson, H. B. Gessner and P. G. Lacroix. 

Committee on State Hospitals—Dr. A. E. Fos- 
sier, Chairman; Drs. Maurice Couret, John F. 
Dicks, E. D. Fenner, A. F. Hebert, J. G. Harz and 
Adolph Jacobs. 

Committee on Compensation Abuse—Dr. E. A. 
Ficklen, Chairman; Drs. Emile Bloch, Isidore Cohn, 
E. L. Faust and W. D. Phillips. 


Committee on Welfare Abuse—Dr. Arthur Caire, 
Jr., Chairman; Drs. P. C. DeVerges, E. L. Leckert, 
John Signorelli and P. L. Thibaut. 

Committee on Industrial Insurance—Dr. Adolph 
Jacobs, Chairman; Drs. David Adiger, M. P. 
Boebinger, J. Geo. Dempsey and F. L. Loria. 

Committee on Health Units in Parishes—Dr. 
Val H. Fuchs, Chairman; Drs. Chas. A. Bahn, 
S. M. Blackshear, T. F. Kirn and J. E. Landry. 

Committee on Medical Schools—Dr. F. J. Chala- 
ron, Chairman; Drs. H. B. Alsobrook, H. E. 
Bernadas, Louis Levy, and C. A. Willbillich. 

Committee on School Boards and Their Welfare 
Organizations—Dr. Daniel N. Silverman, Chair- 
man; Drs. Homer Dupuy, B. G. Elfron, J. E. Isaac- 
son, Shirley C. Lyons and M, F. Meyer. 

Committee on Boards of Health, State and City— 
Dr. Maurice Couret, Chairman; Drs. B. J. DeLau- 
real, L. A. Fortier, A. V. Friedrichs and F. M. 
Johns. 


Committee on Abuse by the Profession—Dr. A. 
Mattes, Chairman; Drs. F. L. Fenno, W. P. Gardi- 
ner, E. H. Maurer and S. B. MeNair. 

Committee on Social Service Supervision for 
Hospitalization—Dr, P. Graffagnino, Chairman; 
Drs. J. E. Brierre, R. H. Fisher, J. B. Gooch and 
W. W. Leake. 

Committee on Independent Ambulance Service— 
Dr. B. C. McLean, Chairman; Drs. C. G. Cole, 
J. F. Dicks, L. A. LeDoux, R. H. Potts and E. F. 
Salerno. 

Committee on Private Hospital Abuse—Dr. Chas. 
Chassaignac, Chairman; Drs. M. Earle Brown, 
Chaillé Jamison, J. H. Musser and W. A, Reed. 

There seems at this time to be an opportunity 
to improve the condition of organized medicine in 
the city, but it is quite essential that each member 
of the Society lend his efforts to these several com- 
mittees, and if he has anything whatever to re- 
port he is expected to communicate either with 
the Chairman of some member of a specific com- 
mittee. 


TREASURER’S REPORT. 
ACTUAL BOOK BALANCE: 9/30 /32:....$2,291.14 


ce ROU RLY SW WR AOE eae 869.79 
$3,160.93 
October expenditures .....................co-c--cecece-e $2,807.45 


ACTUAL BOOK BALANCE: 10/31/32...$ 353.48 


There have been 110 books added to the Library 
during October. Of these 50 were received by gift, 
46 by binding, 13 from the New Orleans Medical 
and Surgical Journal and one by purchase. New 
titles of recent date are listed below. 

The hours in the evening have been lengthened, 
the Library now being open from 7 to 11 P. M. on 
Monday through Friday. This will doubtless prove 
a convenience for doctors doing reference work in 
the Library at night. 

Material has been collected on request on the 
following subjects during October: 

Linitis plastica. 

Pituitary therapy. 

Uterine inertia. 

Anatomy of the dog. 

Sarcoma of prostate. 

Unterberger’s theory of sex determination. 

Government analysis standards for water supply. 

Life of Roger P. Ames. 

Artificial impregnation. 

Barbituric acid derivatives. 

Electrocardiographic changes in hyperthyroidism. 

Coagulability of plasma. 

Blood cholesterin in disorders of the digestive 
tract. 

Medical jurisprudence regarding gunshot wounds. 

Blood platelets. 

Antivirus therapy in empyema. 
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Acid-salicylate therapy. 

Musical diastolic murmurs. 

Anemia in nephritis. 

Phlebitis. 

Hypoglycemia. 

Oil injections in treatment of sciatica. 

Speech defects in children. 

Treatment of stuttering. 

NEW BOOKS 
League of Nations—Malaria Commission Report. 
1924, 

Physiological Papers. 
Lewis, G. N.—Valence. 


1926. 
1923. 


Poole, Ernest—Nurses on horseback. 1932. 
Fulton, J. F.—Sign of Babinski. 1932. 

Boyd, William—Textbook of Pathology. 1932. 
Mayer, Edgar—Curative value of light. 1932. 


McConnell, J. W.—Nursing in Nervous Diseases. 
1932. 
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Grollman, Arthur—Cardiac Output in Man in 
Health and Disease. 1932. i 


Doll, E. A.—Mental Deficiency due to Birth In- 


juries. 1932. 

Huddleson, J. H.—Accidents, Neuroses, Compen- 
sation. 1932. 

Richards, E. L.—Behavior Aspects of Child Con- 
duct. 1932. 


Kohn, L. W.—Practical Treatise on Diseases of the 


Digestive System. 1932. 2 v. 

Reed, Louis—Healing Cults. 1932. 

Poe, J. G.—Modern General Anesthesia. 1932. 

Bibliographic Survey of Vitamins, 1650-1930. 
1932. 

Hawaii Territorial Medical Association—Transac- 
tions. 1932. 


H. Theodore Simon, M. D., Secretary. 





MINORITY REPORT OF COMMITTEE ON 
MEDICAL CARE.—The objections to the Medical 
Center Plan are summarized as follows: 

1. It would establish a medical hierarchy in 
every community to dictate who might practice 
medicine there. 

2. It would be impossible to prevent competi- 
tion among the many such centers necessary for 
large cities; cost would inevitably be increased 
by the organization necessary to assign patients 
to the various centers. This would add to the 
evils of medical dictatorship those of a new 
bureau in the local government with its attendant 
cost. 

3. Continuous personal relationship of phy- 
sician and patient would be difficult if not im- 
possible under such conditions. 

In the opinion of this minority group, the ques- 
tion of “Industrial Medical Service’ has not been 
adequately or fairly dealt with in the majority 
report. For each of the favorable reports pub- 
lished (publications Nos. 5, 18 and 20) many in- 
stances could be cited wherein the results of in- 
dustrial medical services have been exceedingly 
unfavorable. It is pointed out that in industrial 
medical services, mutual benefit associations, so- 
called health and hospital associations, and other 
forms of contract practice, no means have been 
found to prevent destructive competition between 
individuals or groups concerned with these move- 
ments. The studies published by tne Committee 
show only the favorable aspect. They were 
selected because they were considered the most 
favorable examples of this type of practice in the 
United States. For each of these plans a score 
of the opposite kind can be found. 


Utilization of subsidiary personnel is nothing 
new in medical practice. Already there is con- 
stant temptation in many fields to permit techni- 
cians to perform duties entirely unjustified by 
their knowledge and training. The minority ex- 
presses a word of caution relative to the dangers 
involved in permitting non-medical technicians to 


‘ assume the duties which only physicians should 


undertake. 

The Committee’s first recommendation that 
medical service “should be furnished largely by 
organized groups of physicians, dentists’? and so 
on is apparently predicated on the Committee’s 
study of “Private Group Clinics.” This minority 
group believes that the establishment of such 
clinics is in line of progress when they are a 
natural outgrowth of local conditions but the 
studies published by the Committee, in the opinion 
of the minority, were far too few in number to 
constitute a safe base on which to erect so large 
and revolutionary a structure as is proposed. 
The majority report fails to consider the fact 
that multiplication of clinics or groups in large 
communities results in duplication of expensive 
equipment far beyond the needs of the community. 
Such a multiplication of medical facilities, in- 
stead of reducing overhead and the costs of med- 
ical care to the community, adds to this cost 
through the duplication of plants. It is signifi- 
cant to note the overhead in private medical 
practice averages only about 2 per cent higher 
than for medical groups in the lower brackets of 
gross income. As the gross income rises, the 
ratio of overhead becomes progressively less 
significant.—Abstract from Journal of American 
Medical Association, December 3, 1932. 








LOUISIANA STATE MEDICAL SOCIETY NEWS 


IMPORTANT NOTICE 

According to the By-Laws of the Louisiana 
State Medical Society, dues for the fiscal year 
of 1933 are now due. Secretaries of the various 
Parish Medical Societies should begin at once to 
collect the annual State dues of $7.00 from its 
members for 1933, and remit as promptly as pos- 
sible to the Secretary-Treasurer at 1430 Tulane 
Avenue, New Orleans. Any members from un- 
organized parishes are requested to send in their 
dues direct to the Secretary-Treasurer of the 
State Society. 

In this regard we would like to call your at- 
tention to the fact that the protection under the 
Medical Defense of the State Society is only cov- 
ered from the time that individual dues are re- 
ceived by the Secretary-Treasurer of the State 
Society. It is, therefore, urgent that these dues 
be remitted as promptly as possible in order that 
one may have full protection under our Medical 
Defense Act. 


SECOND DISTRICT MEDICAL SOCIETY 

The Second District Medical Society held its 
regular monthly meeting at the home of Dr. N. 
K. Edrington, Goodhope, Louisiana, on Thursday 
night, November 10, 1932. Dr. T. B. Sellers of 
New Orleans spoke on “‘Toxemias of Pregnancy.” 
The paper was well received and was discussed 
by several members. 

Following the meeting, the members and 
guests were entertained by Dr. Edrington at a 
delicious chicken barbecue. 

The following guests from New Orleans at- 
tended the meeting: Dr. P. T. Talbot, Secretary- 
Treasurer of the Louisiana State Medical So- 
ciety; Dr. Daniel N. Silverman, Councilor of the 
Second Congressional District; and Dr. Emmett 
L. Irwin. Dr. Roy B. Harrison, President of the 
Louisiana State Medical Society, was unfortu- 
nately unable to attend. 

The next meeting of the Society will be held 
at the home of Dr. P. A. Donaldson at Reserve, 
La., on December 15, 1932. 


EIGHTH DISTRICT MEDICAL SOCIETY 

The Eighth District Medical Society at its 
meeting held in Alexandria, Wednesday, October 
26, 1932, at the City Hall elected the following 
officers: President, Dr. M. H. Foster, Alex- 
andria; First Vice-President, Dr. K. A. Roy, Man- 
sura, Second Vice-President, Dr. H. M. Prothro, 
Pleasant Hill; Third Vice-President, Dr. A. J. 
Morat, Colfax; Delegate to the Louisiana State 
Medical Society, Dr. Jack Cappel, Alexandria; 


and last and most important of all the very ef- 
ficient Secretary-Treasurer, and Councilor of the 
Eighth District, Dr. J. H. Landrum, was reelect- 
ed to the position he occupied last year. 


SIXTH DISTRICT MEDICAL SOCIETY 

At the meeting of the Sixth District Medical 
Society at Plaquemine, La., November 9, Dr. J. 
W. Lea of Jackson, La., presented a paper on 
the subject of ‘Pelvic Inflammatory Disease.” 
Dr. Lea reviewed the literature giving an ex- 
haustive discussion on the etiology, pathology, 
and treatment of this condition. Statistics of 
the incidence of the condition were given, indi- 
vidual cases were cited, and historical data men- 
tioned. 

Heat, as exemplified by diathermy, was insist- 
ed upon as the basis for modern treatment. Dr. 
C. R. Elliott was accredited with having discov- 
ered that the vagina would stand the high tem- 
perature of 130° to 135° F. without injury. Be- 
cause seventy-five per cent of pelvic inflamma- 
tory diseases are caused by the gonococcus, and 
because of the fact that this organism is quickly 
killed by high temperature, the practicability of 
a method whereby heat might be applied to the 
vagina is obvious. Such a method has been de- 
vised by Dr. Elliott, who has made an apparatus 
consisting of a thin rubber bag inserted in the 
vagina and a high temperature maintained by 
continuous irrigation. Dr. Lea concluded his pa- 
per by giving particulars of the method of treat- 
ment devised by Dr. Elliott, and citing the excel- 
lent results obtained by this method. He stated, 
furthermore, that it is rather difficult to secure 
the Elliott apparatus and that he would be glad 
to inform those interested where it may be ob- 
tained. 


FIFTH DISTRICT MEDICAL SOCIETY 

There will be a regular meeting of the Fifth 
District Medical Society of Louisiana at the St. 
Francis Sanitarium, Monroe, La., Saturday, De- 
ecember 17, at 5 P. M. 

Among the guest speakers will be Dr. John H. 
Musser, Professor of Medicine, Tulane Univer- 
sity. He will speak on Syphilitic Heart Disease. 
Dr. Joseph Hume, former professor of Urology 
at Tulane University will speak on Prostatic Re- 
section. 

Dr. J. Q. Graves of Monroe will speak on Can- 
cer and will show some of Dr. Bloodgood’s mov- 
ing pictures and slides. Dr. C. H. Hill of Monroe 
will discuss some practical points in anal neurol- 
ogy. Dr. M. T. Green of Ruston will also deliver 
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a paper. Please let this notice serve as a general 
invitation. 

The date of this meeting has been changed from 
December 15 to 17, in order that the society might 
have the opportunity of hearing Dr. Joseph Colt 
Bloodgood of Baltimore who has been added to 
the list of speakers. 

Frank P. Rizzo, M. D., Secretary. 


EAST BATON ROUGE PARISH MEDICAL 
SOCIETY 
The regular meeting was held in the Police 
Jury Room, December 2, 1932, at Baton Rouge. 
Dr. Francis LeJeune of New Orleans presented 
moving pictures of the ‘Larynx’, and Dr. Em- 
mett L, Irwin of New Orleans a paper on “Carci- 
noma of the Rectum”. 
W. H. Pipes, Secretary. 
Rufus Jackson, President. 


DR. MATAS HONORED 

On November 11, at the ‘“‘Armistice Banquet” 
of the French Veterans of the World War and 
the combined French societies of New Orleans, 
Dr. Rudolph Matas, Emeritus Professor of Sur- 
gery, Tulane University was presented with 
the title and insignia of Chevalier of the Legion 
of Honor conferred upon him by the government 
of the French Republic. The presentation was 
made by the Consul General of France, M. Rene 
Delage, who read the citation of merit in which 
the recipient was eulogized for his eminent serv- 
ices as a contributor to the progress of surgery and 
incidentally, as organizer and director of a medi- 
cal school for the intensive training of officers 
of the Medical Reserve Corps established in New 
Orleans by order of Surgeon General Gorgas, 
during the World War (1917-1918), also as the 
ofganizer and Home Director of Tulane Unit, 
Base Hospital No. 24, which served with so much 
efficiency and distinction at Limoges. 

The medical and surgical officers of this hos- 
pital unit were almost all teachers and alumni of 
the Medical School of Tulane University. 

At the close of the banquet, which was attend- 
ed by a large number of the most representative 
French citizens of New Orleans, the speech mak- 
ing ended with an address by Dr. Matas on “The 
Role of the French and French Speaking Physi- 
cians in the Medical History of Louisiana and on 
Their Basic Influence in the Intellectual and Cul- 
tural, as Well as the Medical Development of the 
State.” 

The address was delivered in French to a non- 
medical audience, in popular and non-technical 
terms, but it reflects so much credit upon the 
medical profession of Louisiana, that we hope 
for its early publication so that we may abstract 
and translate some of its leading paragraphs for 
the benefit of our readers. 


In connection with this latest distinction con-- 
ferred upon our distinguished and beloved con- 
frere and at one time Editor, the Journal is 
pleased to learn that in addition to the long list 
of titles and honors that have been so justly 
showered, at home and abroad, on Dr. Matas, he 
has recently received the diplomas of honorary 
fellowship in the National Society of Polish Sur- 
geons, at Warsaw, and of the Medical Society of 
Copenhagen, Denmark. 


NEWS ITEM. 

Members of the faculty of the Graduate School 
of Medicine of The Tulane University of Louisi- 
ana attending the meeting of the Southern Medi- 
cal Association in Birmingham, Ala., were Dr. 
H. Daspit, who presented a paper on ‘Mental 
Hygiene of the Involution Period”, Dr. Elizabeth 
Bass, Dr. Sidney K. Simon, Dr. Walter E. Levy, 
Dr. R. E. de la Houssaye, Dr. W. A. Wagner and 
Di. T. B. Sellers. 


Dr. P. T. Talbot, of the facuty of the Gradu- 
ate School of Medicine of The Tulane University 
of Louisiana, has recently returned from a 
month’s vacation spent in the west. 


Dr. H. B. Alsobrook, of the same faculty, at- 
tended the meeting of the American College of 
Surgeons held at St. Louis, Mo., October 17-21, 
1932, 


Dr. P. L. Querens attended the meeting of the 
American Public Health Association at Wash- 
ington, D. C., October 24-27, 1932. 


At a recent meeting in Chicago, the directors 
of Alpha Omega Alpha Honorary Medical Schol- 
arship Society adopted the following resolutions 
in recognition of the eminent services of the late 
Dr. William W. Root, Slaterville Springs, New 
York, the founder of the society and secretary- 
treasurer since its organization in 1902: 

1. That all stationery and official documents 
of the society bear the words, ‘‘Founded by 
William W. Root, 1902,” and 


2. That the annual lecture presented each 
year by a leading medical scientist, be known as 
the William W. Root Alpha Omega Alpha Lec- 
ture. ‘ 

The present officers of the society are Walter 
L. Bierring, Des Moines, president; Austin A. 
Hayden, Chicago, vice-president; Josiah J. Moore, 
55 East Washington Street, Chicago, secretary- 
treasurer. Mrs. Root will continue as assistant 
secretary. 

In addition to the officers, the directorate in- 
cludes Ray Lyman Wilbur, Washington, D. C., 
Waller S. Leathers, Nashville, Louis B. Wilson, 
Rochester, Minn., and Willard C. Rappleye, New 
York City. 
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The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga 
Prize, being the income for one year of the be- 
quest of the late Senor Alvarenga, and amounting 
to about Three Hundred Dollars, will be made on 
July 14, 1933, provi'ed that an essay deemed 
by the Committee of Award to be worthy of the 
Prize shall have been offered. 

John H. Girvin, Secretary, 

19 South 22d Street, Philadelphia, Pa., U. S. A. 


HEALTH OF NEW ORLEANS. 

The Department of Commerce, Division of Vital 
Statistics, has issued the following weekly re- 
ports concerning the health of New Orleans. For 
the week ending October 15, there were reported 
a total of 135 deaths in the City, 91 in the white 
and 44 in the colored population, giving a death 
rate of 14.9 for both races, 14.1 for the former 
and 16.7 for the latter. For the week ending 
October 22, the death rate had fallen to 13.7, 
the white rate being 11.2 and the colored 19.8, 
with a total of 124 deaths, divided 72 white and 
52 colored. The infant mortality rate this week 
was 51. The death rate for the next week was 
slightly higher, as there were 128 deaths in the 
City, divided 81 white, and 47 colored, with a 
total rate of 14.1, 12.6 for the white and 17.9 
for the Negro race. The infant mortality rate 
was 57, divided almost equally between the two 
races. A large number of deaths occurred among 
the colored population during the week which 
ended November 5. There were 73 deaths, giving 
a rate of 27.8, as contrasted with a rate of 12.6 
among the white population. There were 154 
deaths with a rate of 17.0 for the combined pop- 
ulation. For the next week, that ending Novem- 
ber 12, the death rate was considerably lower, 
there being only 136 deaths with a death rate of 
14.9, distributed white 83, rate 12.9, colored 52, 
rate 19.8. The infant mortality rate was con- 
siderably elevated, being 114 and accounting for 
some of the increase in the total for the entire 
population. 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O’Hara, President of the Louisiana 
State Board of Health, in collaboration with the 
Treasury Department of the United States Public 
Health Service, has issued morbidity weekly re- 
ports, which briefly abstracted contain the fol- 
lowing information. For the forty-second week 
of the year, ending October 22, syphilis was re- 
ported in 72 instances, while 24 cases of gonor- 
rhea were likewise listed. The other reportable 
diseases in numbers over ten were: thirty-one 
cases of pulmonary tuberculosis, 31 of diphtheria, 
29 of pneumonia, 28 of malaria, 26 of cancer, 
20 of scarlet fever, and’ 13 of typhoid. Of the 
rarer diseases, one case of typhus fever was Tre- 
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ported and one of encephalitis. The forty-third 
week of the year, ending October 29, gave the 
following information concerning reportable dis- 
eases: Forty-six cases of syphilis, 35 of cancer, 
33 of pneumonia, 27 of tuberculosis, 24 of ma- 
laria, 29 of diphtheria, 22 of gonorrhea, 18 of 
scarlet fever, 17 of influenza, and 10 of septice- 
mia. There were reported also 2 cases of menin- 
gitis, 2 of typhus fever, and one of smallpox. For 
the next week ending November 5, there was a 
considerable increase in the number of cases of 
syphilis and of cancer, there being 86 cases of 
the former and 52 of the latter reported. Pneu- 
monia had also increased, 49 cases being listed, 
as contrasted with the five-year average of 58. 
Other diseases that occurred in double figures 
were: Thirty-eight cases of diphtheria, 36 of 
tuberculosis, 26 of scarlet fever, 22 of malaria, 
19 of gonorrhea, and 10 of trachoma. This is 
the first time that trachoma has been on the list 
of reportable diseases for a long time. One 
speculates as to where these cases arose. In this 
same week there were also reported 3 cases of 
undulant fever, and one of typhus. For the forty- 
fifth week of the year, ending November 12, 
there was considerable reduction in the diseases 
all along the line. Pneumonia had dropped to 26 
cases and syphilis to only 14. Cancer had fallen 
to 31 cases and diphtheria to 29. Other diseases 
in double figures include: Twenty-one cases of 
gonorrhea, 26 of malaria, 16 of influenza, 11 of 
hookworm, and 15 of scarlet fever. One case of 
poliomyelitis was reported and 2 of undulant 
fever. The diphtheria cases were reported from 
various places throughout the State, Orleans Par- 
ish natually leading. For the last week for which 
the figures are available, the week ending Novem- 
ber 19, the forty-sixth week, of the year, there 
was a more or less persistent continuation of the 
low figures of the previous week. There were 
reported 35 cases of diphtheria, 34 of gonorrhea, 
25 of tuberculosis, 24 each of scarlet fever and 
syphilis, 22 of cancer, 18 of pneumonia, and 11 
of chickenpox. Of the unusual diseases one case 
of leprosy was reported, and one of smallpox. 


A NEW CANCER BOOKLET FOR THE 
LAYMAN 

The New York City Cancer Committee has just 
issued a pamphlet entitled “Cancer Then and 
Now.” The Committee feels that this is a most 
effective method of bringing before the lay indi- 
vidual what has been done and what has been 
accomplished at the present time in the way of 
cancer control. Copies of this book can be pur- 
chased for a small sum from the New York Can- 
cer Committee, 34 East 75th Street, New York. 

The booklet is arranged so that on each right 
hand page there are reproductions of sections of 
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the exhibit which was first shown at the Clinical 
Congress of the American College of Surgeons in 
New York last year. On the left page there is a 
brief discussion by well known suregons, radiolo- 
gists, and cancer students explaining the meaning 
of the illustrations that face the written material. 
In this way practically every phase of the can- 
cer problem is discussed, and the subject is pre- 
sented so that any one who reads it, even though 
not familiar with medicine, is enabled to under- 
stand all the various things that have to do with 
cancer from its control to methods of study in 
the research field. 


WOMAN’S AUXILIARY NEWS 

To step aside from the regular State news for 
a bit, let me say that the meeting of the Southern 
Medical Association at Birmingham was a large 
success, although rather small in attendance as 
compared to our more prosperous years in the 
past. 

With the warm hospitality so universal through- 
out our Southland, the doctors wives of Jefferson 
County welcomed the visiting ladies and looked 
after their every comfort and pleasure during 
the three days they were guests. 

It is too bad that more of our Louisiana mem- 
bers were not present when Mrs. A. A. Herold, 
of Shreveport, took over the gavel and became 
President of the Women’s Auxiliary to the South- 
ern Medical Association. In accepting this honor, 
Mrs. Herold, in her usual gracious manner, made 
a splendid address which resounded with the gen- 
tleness and dignity so well known by us as some 
of her many qualifications. 

Louisiana’s annual report which was written 
by our State President, Mrs. Robert T. Lucas, 
of Shreveport, was read by Mrs. S. Chaille Jam- 
ison of New Orleans, owing to the president’s 
inability to be present. In outlining the good 
work done by the seven Louisiana Auxiliaries, 
Mrs. Lucas brought out the high-points empha- 
sized by each of them and her report was quite 
up to par as compared with the others read. We 
seem to be doing our mite in carrying on, “as an 
auxiliary” whatever work our doctor hubands 
think wise and safe that we sponsor. 

Those of Louisiana who attended the Conven- 
tion were: 

Orleans: Mrs. Homer Dupuy, Mrs. S. Chaille 
Jamison, Mrs. Sidney K. Simon, Mrs. H. W. E. 
Walther, Mrs. Wm. Burton Clark, Mrs. Charles 
F. Craig, Mrs. H. N. Old, and Mrs. Wiley R. Buff- 
ington. 

Caddo: Mrs. A. A. Herold. 

Rapides: Mrs. D. C..-McBride. 

East Baton Rouge: Mrs. Wm. Kernan Irwin. 


Again, I appeal to the Auxiliaries throughout 
the State to send in whatever they have of in- 
terest that it may be passed on to others through 
this Journal. 


Orleans Parish Auxiliary met the second Wed- 
nesday of this month at the Orleans Club with 
an attendance of about 150 members. A splen- 
did address was given by Dr. Basil McLean, 
Supt. of Touro Infirmary, the title being “What 
Price Hospital Care.’’ Miss Caroline Blum, accom- 
panied by Mrs. Henry Laurens, sang very charm- 
ingly. The members pledged themselves to help 
the local Red Cross Society to the extent of 
sewing in their work room until fifty garments 
have been completed, by the Auxiliary. The 
material used being part of the vast amount do- 
nated by the Government for this worthy work 
being done by the Red Cross. 

Mrs. W. R. Buffington, 
Chairman Press and Publicity, W. A. to 
the La. State Med. Soc. 
RRR ERE 
DEATHS 
MEMORIAL ON THE DEATH OF 
DOCTOR PAUL J. JELPI 
AN HONORED MEMBER OF THE VISITING 
STAFF OF CHARITY HOSPITAL, 
NEW ORLEANS 

During the year there passed to his reward in 
immortality Dr. Paul J. Gelpi, for many years 
an active member of the Visiting Staff of Charity 
Hospital, New Orleans. Thousands of patients 
had received relief and cure at his hands, comfort 
from his charming personality. Numerous stu- 
dents profited from the instruction imparted by 
him. The Visiting Staff organization had been 
stimulated by his enthusiasm and advanced by 
his executive ability, fully demonstrated in the 
office of President. We who shared with him 
his warm affection for our clinical Alma Mater 
feel deeply the loss of this comrade. We take 
this occasion to testify to his able services, his 
personal worth, and to convey to his bereaved 
family our cordial sympathy. 

Albert E. Fossier, M. D. 

Hermann B. Gessner, M. D. 

R. L. Gordon, M. D. 
Committee 


Pray, Alfred Arnold, New Orleans: Born in 
1865. Graduated from Tulane University in 1897. 
He was a member of the American Medical Asso- 
ciation, Louisiana State Medical Society, and 
Orleans Parish Medical Society. Dr. Pray died 
in New Orleans on November 7, 1932. 
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THAT WE MAY KNOW EACH OTHER BETTER. 


Dr. Robert B. Cunningham was born in Boone- 
ville, Mississippi, December 14, 1896. He received 
his preliminary education in the Booneville High 
School; attended Mississippi State College; re- 
ceived the degree of B. 
S. at the University of 
Mississippi in 19 24; 
and the degree of M. 
D. at Tulane Univer- 
sity in 1926. Dr. Cun- 
ningham spent two 
years in the Naval 
Medical Corps during 
the World War. He has 
been connected with 
the Sutherland Clinic 
of Booneville since 
1926. 





A HAPPY 
CHRISTMAS 

This is the month of 
Christmas when we 
wish everyone happi- 
ness. Perhaps we think 
of others a bit more in 
this holiday season 
than at other times of 
the year. A great “ro- 
fession so often ex- 
tolled for its good 
deeds to others with- 
out thought of reward, 
might well at this time 
particularly consider 
how much of the praise 
bestowed is really de- 
served. Sometimes, we 
may become a little 
selfish or lax. Some- 
times we may not always really give our best 
efforts when we know in advance that there is 
no chance of monetary reward. 

Have we done for our patients in the last year 
as much or as well as our abilities demanded? 
Have we thought of the effect of diagnoses made 
hurriedly without careful examination? Have we 
remembered that when we reported a case of 
malaria or bacillary dysentery without knowing 
that the causative organism was present, that 





ROBERT B. CUNNINGHAM, M. D. 
Vice-President Mississippi State Medical 
Association 
Booneville, Mississippi 


report added to many others went out over the 
country branding Mississippi as a hot bed of 
these diseases. Have we helped to place Missis- 
sippi in an unenviable position as regards the 
incidence of pellagra 
because we thought 
some eruption on the 
skin of an indigent pa- 
tient could as well be 
pellagra as something 
else. Have we treated 
along for months an 
ulcer that would not 
heal without determin- 
ing by biopsy the na- 
ture of the process? 
Through years of in- 
tensive education the 
public has been taught 
to go to the doctor 
early in conditions 
where cancer might 
exist. It is only through 
early treatment that 
in our present knowl- 
edge we can hope for 
cure. How often are 
such early lesions 
treated for months un- 
til metastases have oc- 
curred or the fearful 
patient told that noth- 
ing serious exists, un- 
til no treatment will 
avail. 

Have we kept up 
with the many ad- 
vances in diagnosis and 
treatment and applied 
them to our patients? 
Or have we taken the attitude that we know our 
own business and do not need the new “frills?” 

Have we remembered that people in general 
are coming more and more to demand to know 
about disease; that they compare our methods 
of diagnosis and treatment with those applied by 
other doctors, perhaps much younger in age and 
experience, and have a way of picking the other 
fellow when we do not meet the measure. Have 
we at times become discouraged and perhaps dis- 
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gruntled, and then to excuse our own failure to 
keep up, branded the other fellow who is getting 
our patients as unethical? 

Are we proving as we must do that better med- 
ical care is being furnished now under our sys- 
tem of private practice than would be possible 
under a scheme of so-called “state medicine?” 

In short, are we exerting the effort, and it is a 
real effort, to live up to the ancient ideals of a 
great profession in a time of fast change? 

If we can answer in the affirmative and be 
honest with ourselves and fair to the other fel- 
low, medicine in Mississippi has nothing to fear. 

A HAPPY HOLIDAY SEASON TO YOU AND 
YOURS. 


MISSISSIPPI STATE HOSPITAL ASSOCIATION 


The following letter has been sent to each non- 
member hospital of the state. Dr. J. Gould Gard- 
ner, Columbia, president of the Mississippi State 
Hospital Association, has devoted much time and 
interest to the hospitals of our state this year 
and it is to be hoped that he will be successful 
in enlisting the support of every institution de- 
voted to the care of the sick. 

“On each highway entering Reno, Nevada, 
there is a sign which reads: ‘Reno Is The Biggest 
Little City In The World.’ This gave me the 
thought that the Mississippi State Hospital Asso- 
ciation, while both young and small, is the most 
active organization in Mississippi. The reason 
for this is because there is so much to be done. 
More of our community hospitals should be stand- 
ardized, some need repairs and equipment. To 
be able to do these and many other things, so as 
to be able to grow and develop and keep up with 
the rapidly advancing civilization, our community 
hospitals must be compensated by the State for 
the actual cost of charity patients. 

“There is an urgent need for new laws to give 
our hospitals the legal protection they are entitled 
to, and last but not least, our present deplorable 
state charity hospital system should be changed. 
They should be cenverted into community hos- 
pitals and the state’s indigent cases should be 
cared for in the community in which they live 
by the community hospital, with state appropria- 
tions. 

“Your president has addressed four local med- 
ical societies recently, explaining the crying need 
and advantages of these changes. If I have not 
talked to your local medical society, I hope to 
have this opportunity soon, in order to explain 
to the doctors the evils of our present system, 
and the benefits that could be derived by the 
charity patients, the doctors and community hos- 
pitals. 

“Cooperating with the legislative committee of 
the State Medical Association, we will try to have 
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the necessary laws passed at the next session of 
the Legislature. To do these things we need the 
cooperation of every community hospital in the 
state. We not only need your membership in our 
organization but we need your energetic help 
and influence with the people of your community, 
especially your senator and representatives. 

“If you have not already joined this year, 
won’t you join now? Send your membership fee 
to Dr. Leon S. Lippincott, Secretary, Vicksburg, 
Mississippi. We need you and we want you 
with us, to help put through the finest thing yet 
attempted for the worthy poor, the doctors and 
the community hospitals of Mississippi. 

“Get in line, and keep in step with our for- 
ward march, by helping us to help you. 

“Sincerely, 


“J. Gould Gardner, M. D.” 


MONTGOMERY COUNTY. 

Practically all the doctors of Montgomery 
County attended the series of lectures on obstete 
rics given in Kosciusko, by Dr. McCord of Atlan. 
ta, Ga., and claimed to be very much benefitted 
by same. 

The Winona District Medical Society held its 
last meeting in Grenada, Wednesday, November 
9, with the following program: 

1. Present Trends in Public Health.—Dr. Felix 
J. Underwood. 

2. Prophylactic Serums and Vaccines.—Dr. C. 
J. Vaughn. 

3. Cervical Obstructions.—Dr. W. F. Hand. 

Dr. S. S. Caruthers, Duck Hill, was elected 
president, and Dr. E. W. Holmes, Winona, secre- 
tary and treasurer. 

The doctors in our county are not doing much 
and are not collecting but very little. 

Hoping to have more news next time. 

J. O. Ringold, County Editor. 
Winona, November 10, 1932. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 
Tuesday, December 13, 6 p. m., Y. M. C. A. 
Vicksburg 

Some Reflections Upon Peripheral Vascular 
Disease.—Dr. I. I. Lemann, New Orleans. 

Demonstration of the Indispensable Use of the 
Roentgen Ray in the Diagnosis of Some Obscure 
Clinical and Surgical Diseases.—Dr. Amedee 
Granger, New Orleans. 

Kidney Complications of Gall Bladder Disease. 
—Dr. Willard Bartlett, Jr., St. Louis. 

Every member of the Mississippi State Medical 
Association and the Louisiana State Medical So- 
ciety is cordialy invited and urged to come early 
in order to see Vicksburg, visit the local hospitals, 
the National Military Park, the Government Hy- 
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draulic Laboratory or to play golf on one of the 
finest courses in the WORLD. Banquet at six 
o’clock. 

Dr. J. M. Acker, Jr., President of the Mississippi 
State Medical Association, will make an official 
visit. 


EIGHTH COUNCILOR’S DISTRICT MEDICAL 

MEETING, McCOMB, OCTOBER 11, 1932 

The Eighth Councilor’s District Medical meet- 
ing was held as outlined in the program, with the 
exception of two of the eight speakers scheduled. 
Dr. J. M. Acker, Jr., President of the Mississippi 
State Medical Association, wired his regrets stat- 
ing that he was unavoidably detained. Dr. J. W. 
D. Dicks, President-Elect, also submitted his re- 
grets stating that it was impossible for him to be 
present. Both were due to illness. 

At 12:30 noon, 94 members and guests assem- 
beld in the sub-story reception rooms of the 
Centenary Methodist Church. After the invoca- 
tion by Rev. B. M. Hunt, pastor of the Centenary 
Methodist Church, a most delicious dinner was 
served by the ladies of the Centenary Church 
Missionary Society. During this dinner, a most 
pleasant welcome address was given in behalf 
of the City of McComb by Mr. J. O. Emmerich, 
editor of the McComb Enterprise. A very timely 
response to Mr. Emmerich’s address was made in 
behalf of the society by Dr. L. S. Gaudet of 
Natchez. 

After dinner the meeting was called to order 
by the chairman, Dr. W. H. Frizell, Councilor of 
the Eighth District. Dr. Frizell first introduced 
the guests, including Dr. D. W. Jones, Jackson; 
Dr. Felix J. Underwood, state health officer, 
Jackson; Dr. H. C. Ricks, director of the Bureau 
of County Health Work, State Board of Health, 
Jackson; Dr. H. F. Garrison, pediatrist, Jackson; 
Dr. D. J. Williams, health officer of Harrison 
County, Gulfport; Dr. C. C. Thompson, Columbia. 

The scientific program was then carried out 
as follows: 

1. Aspiration Treatment of Empyema in Chil- 
dren, Dr. R. A. Strong, Professor of Pediatrics, 
Tulane University. 

2. The Management of Thyroid Disease, Dr. 
J. H. Musser, Professor of Medicine, Tulane Uni- 
versity. 

3. Some Interesting Cases of Allergy, illus- 
trated, Dr. N. F. Thiberge, New Orleans, La. 

4. Hoarseness, with moving picture demon- 
strations, Dr. F. E. LeJeune, Associate Professor 
of Oto-Laryngology, Tulane University, Graduate 
School of Medicine. 

5. The Diagnosis and Localization of Brain 
Tumors, Dr. G. C. Anderson, Professor of Neuro- 
surgery, Tulane University. 

Without an exception each man presented his 
subject in a most entertaining, practical and 
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scientific manner. The type of scientific program 
presented might be best described in a statement 
made by one of the physicians after the conclu- 
sion of the program which was that this program 
was not excelled by any section of either the State 
or American Association meetings held this year. 
The program was enjoyed and most gratefully 
received by every member and guest present. 
Opportunity is hereby taken to again express the 
appreciation of the Councilors’ District to these 
men for the splendid service they rendered to us 
in presenting such a beneficial practical program. 

After the scientific program, D. J. Gould Gard- 
ner, President of the Mississippi State Hospital 
Association, presented in a most enlightening man- 
ner the conditions existing in private and charity 
hospitals in Mississippi. Discussing charity hos- 
pitals, Dr. Gardner stated that until recently none 
in Mississippi were listed in the American Society 
of Hospitals. Dr. Gardner pointed out in detail 
the cost to the taxpayers of Mississippi of these 
charity hospitals and definitely presented facts 
to show that although the state at large was 
bearing this expense only a very limited cross sec- 
tion in the south central portion of the state was 
receiving by far a greater percentage of the serv- 
ices of these hospitals. He showed in one instance 
where as high as 56.5 per cent of the total ap- 
propriation for one hospital was used for pa- 
tients from the county in which the hospital is 
located. Dr. Gardner made a plea to the effect 
that every effort be made to present to taxpayers 
all over Mississippi the true picture concerning 
the charity hospitals. He stated that our only 
hope to correct this is through the taxpayers in- 
fluencing legislators to such an extent that cor- 
rection of this great misplacement of money will 
be made. This correction, Dr. Gardner stated, 
can be made by providing money for use by every 
hospital in the state for the indigent sick in the 
immediate vicinity of each hospital. After Dr. 
Gardner’s address, a motion was made that Dr. 
Gardner prepare a summary of the facts presented 
to this meeting for publication and that he pre- 
sent this to the secretary, and the secretary be 
instructed to pass this on to the Publishing Com- 
mittee and Committee on Ethics of the State 
Medical Associaion and have this published in the 
“New Orleans Journal,” and also in local news- 
papers throughout the state. 

Following Dr. Gardner’s address, Dr. Under- 
wood was called upon by the chairman for a state- 
ment of anything he might care to say. Dr. Un- 
derwood endorsed most heartily the address made 
by Dr. Gardner and emphasized the fact that 
in recent years it appeared that legislators, and 
other appropriating bodies, had waited until the 
last to make provision for hospitals and health 
and had given “what was left” for this great 
work. He stated that this must be an outgrowth 














of the practice of individusls to give, after all 
other bills have been paid, what is left to the 
doctor for his service in saving their lives during 
the time when the individual was unable to do 
anything for himself. Dr. Underwood stated 
that as a result of this practice on the part of 
the legislators the State Board of Health was 
no longer able to furnish free of charge neo- 
arsphenamine, rabies vaccine, the weekly health 
letter and many other valuable services rendered 
by the State Board of Health. 

After Dr. Underwood’s statement, the meeting 
was adjourned. The following members were 
present: 

Dr. Thos. B. Abney, McComb; Dr. O. N. Arring- 
ton, Brookhaven; Dr. W. H. Aikman, Natchez; 
Dr. J. E. Brumfield, Magnolia; Dr. L. W. Brock, 
McComb; Dr. D. T. Brock, McComb; Dr. H. L. 
Bauer, McComb; Dr. J. T., Butler, Brookhaven; 
Dr. W. O. Biggs, Osyka; Dr. Robt. H. Brumfield, 
McComb; Dr. F. E. Collins, Brookhaven; Dr. T. 
F. Coon, Monticello; Dr. C. E. Catchings, Wood- 
ville; Dr. W. F. Cotton, McComb; Dr. H. R. Fair- 
fax, Brookhaven; Dr. S. E. Field, Centreville; 
Dr. A. J. Fortenberry, McComb; Dr. W. H. Fri- 
zell, Bookhaven; Dr. L. S. Gaudet, Natchez; Dr. 
E. M. Givens, McComb; Dr. B. J. Hewitt, McComb; 
Dr. A. B. Harvey, Tylertown; Dr. W. C. Hart, 
McComb; Dr. T. E. Hewitt, Summit; Dr. Paul 
Jackson, Liberty; Dr. S. Paul Klotz, McComb; 
Dr. G. L. Kaiser, Natchez; Dr. W. L. Little, Wes- 
son; Dr. W. H. H. Lewis, Fayette; Dr. W. R. 
May, Brookhaven; Dr. Thomas Purser, McComb; 
Dr. Elise Rutledge, McComb; Dr. Gladys Ratcliff, 
McComb; Dr. M. D. Ratcliff, McComb; Dr. L. J. 
Rutledge, McComb; Dr. G. W. Robertson, Mag- 
nolia; Dr. C. W. Stewart, Osyka; Dr. R. S. Sav- 
age, Brookhaven; Dr. C. L. Simons, Hazlehurst; 
Dr. R. E. Silverstein, Tylertown; Dr. L. W. Walk- 
er, Auburn; Dr. T. Paul Haney, Jr., McComb; 
and Dr. G. T. Warren, Brookhaven. 

Under the direction of Mrs. L. S. Gaudet, the 
Pike County Medical Society Auxiliary was or- 
ganized. The following officers were elected: 
President, Mrs. Thos. B. Abney; Vice-President, 
Mrs. Thos. Purser; Secretary-Treasurer, Mrs. W. 
F. Cotten; Paliamentarian, Mrs. J. M. Smith; 
Historian, Mrs. J. S. Moore. 

T. Paul Haney, Jr., 
Secretary. 
W. H. Frizell, 
Councilor, Eighth Councilor District. 
McComb, October 30, 1932. 


EAST MISSISSIPPI MEDICAL SOCIETY. 
Many visiting physicians and ladies attended 
the meeting of the East Mississippi Medical So- 
ciety which was held in the Lamar Hotel, at Meri- 
dian, on the afternoon of October 20. Among 
these were Drs. R. H. Clark, H. L. McKinnon, 
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B. D. Blackwelder, Hattiesburg; Dr. and Mrs. 
Willis Walley, of the State Charity Hospital, 
Jackson; Drs. F. J. Underwod and H. C. Ricks, 
of the State Board of Health, Jackson; Dr. and 
Mrs. J. S. Hickman of the Mississippi State Insane 
Hospital, Jackson; Dr. N. C. Womack, Jackson; 
Drs. Edward C. Mitchett and John J. Shea, Mem- 
phis, Tenn., Drs. G. C. Jarratt, Vicksburg; V. M. 
Creekmore, W. A. Land, DeKalb; F. C. Spalding, 
West Point; T. C. Alford, F. H. Miller, Mashula- 
ville; S. M. Murphy, Macon, and Mrs. M. L. 
Montgomery, Louisville. 

The program rendered was as follows: 

Eczema and Some of Its Phases.—Dr. R. M. 
Leigh, Meridian. 

Discussed by Drs. E. L. Richardson and H. S. 
Gully. 

Present Trend of Public Health.—Dr. F. J. Un- 
derwood, Jackson. 

Discussed by Drs. W. W. Reynolds and M. L. 
Montgomery. 

Appendicitis—Dr. M. L. Montgomery, Louis- 
ville. 

Discussed by Drs. Willis Walley, R. G. Hand, 
and W. J. Coleman. 

Fifteen Years’ Experience with Sinus Infection 
in Children.—Dr. Edward Clay Mitchel, Profes- 
sor of Pediatrics, University of Tennessee School 
of Medicine, and Dr. John J. Shea, Nose and 
Throat Specialist, Memphis, Tenn. 

Drs. A. L. Monroe, E. L. Richardson, M. J. L. 
Hoye and E. C. Mitchell were named as a com- 
mittee to examine a little girl who developed 
psychical trouble sometime after receiving an in- 
jury to her head. Dr. Monroe discussed the case 
before the society. 

Immediately following the business session, 
Drs. F. G. Riley and W. J. Coleman of Riley’s 
Hospital and Clinic were hosts at a dinner at the 
hotel. The decorations were unusually attractive, 
Dr. J. S. Hickman served as toastmaster and 
those participating on the program were Drs. 
E. C. Mitchell, J. J. Shea, Willis Walley, F. J. 
Underwood, A. L. Monroe, H. L. McKinnon, Dud- 
ley Stennis, D. V. Galloway, Mrs. J. S. Hickman, 
Drs. F. G. Riley and W. J. Coleman. 

Officers for the year 1933 will be elected at 
our next meeting which is to be held in the Lamar 
Hotel, Meridian, Thursday afternoon, December 
15. The program for this meeting has not yet 
been arranged. 

T. L. Bennett, Secretary. 
Meridian, November 11, 1932. 


DELTA MEDICAL SOCIETY. 

A meeting of the Delta Medical Society was 
held at Greenwood on October 12 and was called 
to order at 2:00 o’clock p. m., by the President, 
Dr. George Baskervill. Invocation was said by 
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Rev. E. J. Caswell. Mrs. W. C. Pool, Cary, Pres- 
ident of the Women’s Auxiliary to the Mississippi 
State Medical Association, and Mrs. W. R. Brook- 
sher, Fort Smith, Ark., Vice-President of the 
Women’s Auxiliary to the American Medical 
Association, were present, along with several of 
the doctors’ wives. Both Mrs. Pool and Mrs. 
Brooksher made short talks before the Society, 
discussing the organization of an Auxiliary to 
the Delta Society. 

The minutes of the previous meeting held at 
Merigold, October, 1931, were read and stood ap- 
proved as read. 

A motion was introduced by Dr. L. B. Otken, 
of Greenwood, that the following resolution be 
discussed and passed by the Society. The reso- 
lution was read as a whole, and then each section 
of the resolution was again read and passed upon 
separately by the Society as a whole: 

“We, the members of the Delta Medical So- 
ciety, desire to go on record as favoring the 
following: 

“1. Passage of the Basic Science Law. 

“2. The curtailment of the activities of the 
State Board of Health, so far as the giving of 
serums, toxins, etc., is concerned, except to abso- 
lute indigent cases. Specifying that tenants on 
farms and plantations shall not be so classed. 

“3. The abolition of the privilege tax on phy- 
sicians, including Sales Income Tax, also taxes 
on their working equipment. We feel that these 
taxes are unjust in view of the amount of char- 
ity work that we are called upon for and that 
we gladly do. 

“4, A full and complete discussion of this 
matter before the House of Delegates at the next 
meeting of the Mississippi State Medical Asso- 
ciation.” 

All four resolutions passed. Some of them 
were not passed unanimously. There was con- 
siderable discussion on each and every section of 
the resolution. 

The scientific program was then taken up, and 
a paper on “Serous Meningitis’ was read by Dr. 
Robert Jackson, of Belzoni. Discussion was opened 
by Dr. J. W. Jackson, of Belzoni, and the paper 
was further discussed by Dr. Barnes, of Belzoni. 

A parer, “The Typhoid Carrier,” was read 
by: Dr. N. C. Knight, of Indianola, and was dis- 
cussed by Drs. Barnett and Wasson. 

A paper, “Chronic Otitis Media,” was given by 
Dr. J. P. Wiggins, of Cleveland, and discussed by 
Dr. Montgomery. 

A paper, “Modern Resources of Radiology in 
Urologic Diagnosis,” was given by Dr. J. A. Beals, 
of Greenville, and discussed by Dr. C. P. Thomp- 
son, of Greenville. 

A paper, “Osteomyelitis,” was given by Dr. 
F. M. Sandifer, of Greenwood, and discussed by 
Drs. Otken, Nobles and Colquitt. 
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A paper “Treatment of Fractures of the Ex- 
tremities,” with lantern slides, was given by Dr. 
Guy A. Caldwell, of Shreveport, La., as the clos- 
ing number on the scientific program. This paper 
was the high-light of the program, and was re- 
ceived with much attention and appreciation. It 
was discussed by Drs. Payne and Colquitt. 

Following the scientific program a business ses- 
sion was held, at which the new officers for the 
ensuing year were elected. The results of the 
election were as follows: 

President, Dr. J. C. Higdon, of Belzoni. 

Vice-Presidents, from Humphreys County, Dr. 
T. J. Barclay, of Isola; from Leflore County, Dr. 
W. E. Denman, of Greenwood; from Sunflower, 
Dr. R. C. Smith, of Drew; from Bolivar, Dr. A. M. 
Wynne, of Merigold, from Washington, Dr. O. H. 
Beck, of Greenville. . 

The following were elected as delegates and 
alternates to the State Medical Association meet- 
ing next year: 

Humphreys County: Delegate, Dr. G. M. Barnes, 
of Belzoni; Alternate, Dr. J. W. Jackson, of 
Belzoni. 

Leflore County: Dr. L. B. Otken, Delegate; J. B. 
Dickens, Alternate. 

Sunflower County: Dr. W. S. Wasson, Delegate; 
Alternate, R. C. Smith. 

Bolivar County: Dr. E. R. Nobles, Delegate; 
E. R. McLean, Alternate. 

Washington County: Dr. J. G. Archer, Dele- 
gate; Dr. T. B. Lewis, Alternate. 

Secretary, Dr. F. M. Acree, Greenville. 

Dr. T. B. Lewis on behalf of the doctors of 
Washington County invited the Delta Medical 
Society to hold the 1933 meeting at Greenville. 
This was unanimously accepted. 

The following new members were welcomed into 
the Delta Society: Dr. N. C. Knight, Indianola; 
Dr. Robert Jackson, Belzoni, and Dr. J. A. Beals, 
Greenville. 

Following the adjournment of the regular meet- 
ing the members of the Society and their ladies 
were tendered a banquet in the basement of the 
Confederate Memorial Building, at which a sump- 
tuous spread was enjoyed by all, being inter- 
spersed with talks from various members of the 
Society and their guests. 

The President, Dr. George Baskervill, presided. 

F. M. Acree, Secretary. 
Greenville, 
November 11, 1932. 


WILKINSON COUNTY 
Drs. R. J. and S. E. Field of Centreville at- 
tended the meeting of the American College of 
Surgeons in St. Louis last month. Both received 
their fellowships in the American College of Sur- 
geons at this meeting. Renewing old friendships 
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was enjoyed very much as well as the very excel- 
lent program. 

Miss Doris McGraw and Miss Ida James of Cen- 
treville attended the meeting of the State Nurses 
Association at Biloxi this month. Both reported 
an excellent meeting and good programs. 

S. E. Field, County Editor. 
Centreville, 
November 10, 1932. 





HOLMES COUNTY 


Dr. J. J. Kazar of Tchula attended the annual 
meeting of the Association of Railway Surgeons 
in Chicago, the first week in November. 

Dr. R. M. Stephenson of Lexington went to 
Atlanta on November 4 and spent the week-end 
with his son, Robert, who is a student at Georgia 
Tech. 

The following doctors from Holmes County 
attended the quarterly meeting of the Winona 
District Medical Society which met in Grenada 
Wednesday, November 9: Drs. M. E. Arrington 
and P. M. Smith of Tchula; P. B. Brumby, G. G. 
Ash, and C. J. Vaughn of Lexington; W. O. Mabry 
of Goodman; J. S. Rosamond of West; and R. C. 
Elmore of Durant. The program was unusually 
interesting and instructive with Drs. Underwood 
and Hand of Jackson and Dr. Vaughn of Lexing- 
ton reading papers. 

Officers for the ensuing year were elected as 
follows: Dr. F. L. Caruthers of Duck Hill, pres- 
ident; Dr. E. W. Holmes, Winona, secretary and 
treasurer; and a vice-president from each of the 
seven counties included in the district. 

R. C. Elmore, County Editor. 
Durant, 
November 10, 1932. 


ADAMS COUNTY 


Dr. L. B. McLaurin attended the state fair at 
Jackson. 

The Student Nurses Association has been organ- 
ized at the Natchez Charity Hospital and the fol- 
lowing officers elected: Miss Hazel Lusk, pres- 
ident; Miss Annie Nunnery, vice-president; Miss 
Leola Powell, treasurer; Miss Christine Fineash, 
secretary and reporter. A committee has been 





appointed to draft a constitution and by-laws. 


A program committee and an honor council were 
also named by Miss Ann Sanders, superintendent 
of nurses. 

A delegation of members of the Adams County 
Registered Nurses Association attended the an- 
nval convention of the Mississippi Nurses Asso- 
ciation at Biloxi. 

L. Wallin, County Editor. 
Natchez, 
November 1, 1932. 
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NEW COUNTY EDITORS : 

The following appointments of County Editors 
have been announced as follows: 

By Dr. J. W. Moody, President, Clarksdale and 
Six Counties Medical Society: 

Bolivar County—Dr. H. C. Cockerham, Gun- 
nison. 

Quitman County—Dr. E. A. McVey, Lambert. 

Coahoma County—Dr. A. G. Everett, Friars 
Point. 

Tallahatchie County—Dr. T. F. Clay, Tutwiler, 
and Dr. J. E. Powell, Charleston. 

Tunica County—Dr. M. B. Jernberg, Tunica. 

By Dr. J. S. Hickman, President, East Missis- 
sippi Medical Society: 

Neshoba County—Dr. W. R. Hand, Philadel- 
phia. 

By Dr. W. C. Spencer, President, Northeast 
Mississippi Thirteen Counties Medical Society. 

Chickasaw County—Dr. W. C. Walker, Houlka. 


ONLY ONE COUNTY MISSING 


Only one of the eighty-two counties of Missis- 
sippi is now without a County Editor for our 
Journal. That county is Kemper. Councilor H. 
Lowry Rush and President G. M. Gully—please 
take notice. 


CENTRAL MEDICAL SOCIETY 


The society held its October meeting in Yazoo 
City as guest of the Yazoo physicians. An ele- 
gant dinner was served by the ladies, members 
of the doctors’ families, at the Elks’ Club. 

There were thirty-four members and guests 
present, and a most excellent program was carried 
out. Dr. J. H. Thompson reported an interesting 
case of a tumor in the stomach of a small boy 
due to retention of persimmon seeds and hulls. 
The tumor was of many weeks’ standing and pre- 
sented an interesting case for diagnosis. 

Dr. C. R. Stingily’s paper on anemias was read 
by Dr. Rembert, Dr. Stingily being detained by 
illness. This was a very interesting and instruc- 
tive paper and was discussed freely by Doctors 
Armstrong, Womack, Swayze, Green, Gordin and 
Rembert. 

Doctor Herrington, Jr., of Terry, read an ex- 
cellent paper entitled, ‘“‘The 1932 Outlook for the 
Young General Practitioner.”” He emphasized the 
present tendency toward preventive medicine and 
the attitude of the general practitioner toward 
public health work. His outlook was optimistic 
and cheerful. The paper was discussed by Doc- 
tors Swayze, Gordin and Underwood. 

Dr. Lawrence Long read a paper on spinal 
anaesthesia in obstetrics, giving some illustrative 
cases, showing that there is a special field for 
this form of anaesthesia in selected cases of ob- 
stetrics. Dr. D. W. Jones reported that his com- 
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mittee on the collection agency matter had done 
some work but is not ready for a final recommen- 
dation. The idea is that the doctors and druggists 
should cooperate in conducting such an agency. 

The next meeting will be in Jackson, at which 
time election of officers for the ensuing year will 
take place. 

Robin Harris, Secretary. 

Jackson, 
November 9, 1932. 


TIPPAH COUNTY 

Several of our Tippah doctors were in attend- 
ance in Booneville last month when Dr. McCord 
was giving his course there and all seemed to be 
well pleased with his lectures. We feel sure we 
have been benefited in hearing him again, on this 
most important branch of medicine, in which he 
is so proficient. We hope it will be possible in 
the near future to have some other courses and 
would be glad to have some prominent pedia- 
trician come for a week’s lectures, as all general 
practitioners feel the need of all information 
they can get on this subject. 

Dr. H. P. Clemmer and Miss Pauline Merritt 
of Ripley were married in October at the home 
of the bride, by Rev. J. B. Parker. They left 
next day for Asheville, N. C., where Dr. Clemmer 
is connected with the staff of the Veterans Hos- 
pital. 

Dr. John Tate, who has been in a hospital for 
work in Philadelphia for some months, has come 
back and says he has not decided what he will do 
as to location. 

The county health officer reports the existence 
of quite a number of scarlet fever and diphtheria 
cases in the county, but no fatal ones so far as 
he knows. He has been giving toxoid since spring 
and expects to give it the balance of the year 
if he can get a supply of same to complete the 
vaccinations. 

C. M. Murry, County Editor. 
Ripley, 
November 9, 1932. 


CALHOUN COUNTY 

Several of our Calhoun doctors attended the 
monthly staff meeting at the Houston Hospital 
last week. Our staff meetings are always well at- 
tended and very interesting. After the meeting 
all present were served Brunswick stew. 

Mrs. Mollie Hardin, aged 76 years, wife of 
Dr. W. H. Hardin of Calhoun City, died recently. 

Dr. B. J. Shaw of Slate Springs, member of 
the State Board of Health from this district, 
was a recent business visitor to Jackson. 

Dr. T. P. McGahey, wife and daughter of Bir- 
mingham, Ala., were recent visitors to relatives 
at Calhoun City. 
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We are glad to report Dr. R. A. Creekmore of 
Calhoun City much improved after an extended 
illness, 

Dr. and Mrs. Shed Davis of Bruce are the 
proud parents of a fine young son, Shed Hill, Jr. 

F. L. MceGahey, County Editor. 
Calhoun City, 
November 8, 1932. 


SOUTH MISSISSIPPI MEDICAL SOCIETY 


The December meeting of the South Mississippi 
Medical Society will be held at the Forrest Hotel 
at 3 p. m., Thursday, December 8. This is the 
last meeting of the year and we are expecting an 
unusually full attendance. A very attractive 
program has been arranged by the program com- 
mittee and among the speakers will be Dr. Willis 
Campbell of Memphis and Dr. Chaille Jamison of 
New Orleans. Any doctors in the neighboring 
counties who are not members of our associa- 
tion are cordially invited to be present. 

J. P. Culpepper, Jr., Secretary. 
Hattiesburg, 
November 9, 1932. 


FORREST COUNTY 

Dr. L. B. Hudson has returned from a meet- 
ing of the American Railway Surgeons in Chi- 
cago. 

It is with regret that we report the death of 
Mr. L. Batson, father of Dr. T. T. Batson of Hat- 
tiesburg. 

Dr. Joe E. Green, formerly of Richton but 
now of Laurel was mingling with friends in Hat- 
tiesburg last week. 

Dr. T. E. Ross, Jr., is the father of a fine son 
who has been given the name of Theophilus 
Erskin Ross III. 

C. C. Buchanan, County Editor. 
Hattiesburg, 
November 9, 1932. 


UNION COUNTY 


I regret to report the death of Dr. J. T. 
Darden of Myrtle, which occurred at the Mayes 
Hospital, New Albany, October 5, 1932, following 
an operation for appendicitis and peritonitis. 

Dr. S. H. Liddell of Ellistown is moving in the 
near future to Myrtle. 

Dr. S. E. Eason, business manager of the New 
Albany Hospital, has moved his office to the hos- 
pital. 

Several of the Union County physicians at- 
tended the post graduate lectures on obstetrics 
at Booneville. These lectures were given by 
Dr. McCord of Atlanta. The lectures were very 
instructive and I regret that all of our physicians 
did not avail themselves of this opportunity of 
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hearing them. We need more of this class of 
work. 

Dr. C. M. Speck, New Albany, has been honored 
by being elected commander of Potter Henry 
Post of the American Legion. 

Dr. G. F. Cullen, Wallerville, has ben confined 
to the New Albany Hospital for several weeks. 
At the time of this writing he is much improved 
and will probably be on duty again soon. 

Dr. and Mrs. S. E. Mason, New Albany, an- 
nounce the marriage of their daughter, Mary 
Elizabeth, to Mr. William Bernard Biedenharn 
of Monroe, La., November 9, at the Methodist 
Church, New Albany. 

H. P. Boswell, County Editor. 
New Albany, 
November 8, 1932. 


ISSAQUENA COUNTY 

Dr. T. W. Huey of Grace has been appointed 
part time health officer for Issaquena County 
by the State Board of Health. After having a 
full time health officer for five years, the last 
four years being a partnership arrangement with 
our neighbor, Sharkey County, Issaquena has 
been forced for business and economical rea- 
sons to go back to the old-time custom of having 
a part-time health officer. 

The concomitant red tape, and inevitable ex- 
pense surrounding the average health unit make 
it too costly for the average county in times of 
financial distress. Adequate health service, am- 
ply sufficient, and in keeping with the times, 
should and can be maintained at a fraction of 
the expense of the usual health unit. The cost 
is altogether out of proportion to the benefit 
derived. This marks a decided change in policy 
after giving the full time health unit a fair and 
extended trial. The taxpayers find that they have 
not been getting their money’s worth out of it. 
They are arousing to the fact that they have been 
camouflaged, that they are furnishing the money, 
and mainly for the higher-ups. 

W. H. Scudder, County Editor. 
Mayersville, 
November 8, 1932. 


HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 

The Harrison-Stone-Hancock Counties Medical 
Society held the regular monthly meeting at the 
Biloxi Hospital, Biloxi, November 2, with a splen- 
did attendance. A very interesting discussion 
of health matters throughout the costal area was 
indulged in by various physicians, led by Dr. 
Daniel J. Williams, County Health Officer of 
Harrison County, whose motto seems to be “‘noth- 
ing is ever so good that it can’t be better,” in 
spite of the fact that his county has ranged first 
in efficient health supervision, low morbidity, etc., 
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for many years and has been visited by foreign 
delegations from time to time in order to find’ 
out how he does it. 

Dr. E. C. Parker, Gulfport, presented radio- 
graphs and case history of an unusually interest- 
ing case of osteomyelitis involving the entire 
shaft of the tibia in a child. The chief points of 
interest brought out were the rapid onset, short 
duration and extensive involvement. The case 
was freely discussed by the physicians present. 

Following the meeting a most delightful chick- 
en and spaghetti supper was served by the Biloxi 
unit of the ladies auxiliary complimentary to 
the doctors. It was a delicious repast prepared 
by one of the coast’s most famous chefs, Jno. 
Fallo of Biloxi, and was thoroughly enjoyed by 
all. The next meeting will be at Gulfport, at 
which time Dr. Felix J. Underwood, Chief Exec- 
utive, Mississippi State Board of Health, is ex- 
pected to be the guest of the Society. 

Geo. F. Carroll, County Editor. 
Biloxi, 
November 7, 1932. 


HARRISON COUNTY 

The Mississippi Nurses Association held its an- 
nual meeting at Biloxi, October 31 and November 
1, with headquarters at the Riviera Hotel. Among 
the notable attending the convention were Miss 
Mary D. Osborne, Jackson, President; Miss Geis- 
ter, New York, of the National Nurses Asso- 
ciation; Miss Jane Van De Verde, Atlanta, Ga., 
of the Southern Division, National Nurses Asso- 
ciation; and Miss Julia Tebo of New Orleans, La. 

A sumptuous banquet was given Monday eve- 
ning at the Riviera Hotel, prepared and super- 
vised by the paragon of Southern hosts, Colonel 
Jack Apperson. The banquet was attended by 
many prominent residents of the coast. Dr. 
Felix J. Underwood, Chief Executive of the Mis- 
sissippi State Board of Health, presided as toast- 
master with his usual genial efficiency and pleas- 
ing personality. Interesting talks were made by 
President Osborne, Miss Peters of Shreveport, 
La., Miss Geister and Miss Van De Verde. 


At the business session the following day, Miss 
Ethel B. Marsh of Natchez, was elected president 
and Meridian was selected as the 1933 place of 
meeting. 


Tuesday, November 1, Dr. Felix J. Underwood, 
Executive Officer, Mississippi State Board of 
Health, was the guest speaker of the day at 
luncheon with the Biloxi Rotary J ub. Dr. Un- 
derwood spoke interestingly upon Ff2alth facts and 
conditions of today, complimenting Biloxi upon 
its excellent health record and efficient health 
and sanitation supervision. 
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Dr. Geo. F. Carroll, Biloxi, recently returned 
from St. Louis where he attended the 22nd an- 
nual meeting of the American College of Sur- 
geons, at which meeting he was accorded the hon 
or of membership in this distinctive organization. 


Dr. Henry Daspit, eminent neurologist of New 
Orleans, was a visitor to the coast Sunday, No- 
vember 6, 1932. 


Geo. F. Carroll, County Editor. 


Biloxi, November 7, 1932. 


LEST WE FORGET THEIR GOOD WORK. 





W. G. KIGER, M. D. 
Brunswick, Mississippi. 
President, Mississippi Medical Association, 
1892-93. 


William G. Kiger, M. D., the son of Col. B. 
G. Kiger, a well-known planter ef Warren Coun- 
ty, was born on his father’s plantation at Eagle 
Bend, near Brunswick. He received his academic 
education at the University of Virginia and was 
graduated in medicine at Tulane, in New Orleans, 
in 1876. 

Dr. Kiger is a man of varied accomplishments 
and great breadth of intellect. In addition to 
the practice of his profession he has had to de- 
vote much care and attention to his extensive 
planting interests, but found time to serve the 
state as member and president of the State Board 
of Health, his administration being markedly suc- 
cessful. He served as state senator from his 
county, from 1892 to 1930, and his career as a 
legislator was a boon to his profession. 

He was councilor for the Sixth District from 
1903 until he resigned in 1906. He was elected 
to honorary membership in 1932. 

NOTE.—If anyone knows of any additions or 
corrections that should be made to the above 
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sketch, please communicate with Dr. E. F. How- 
ard, Historian, Vicksburg. 


ISSAQUENA-SHARKEY-WARREN COUNTY 
MEDICAL SOCIETY. 

The regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held at the Y. M. C. A., Vicksburg, on November 
8th with seventeen members and two guests pres- 
ent. 


The scientific program included the following 
(Dr. Nathan B. Lewis, Vicksburg, in charge) : 


1. Childhood Tuberculosis—Dr. I. C. Knox. 

Discussed by Drs. F. M. Smith and G. W. 
Gaines, Dr. Knox closed. 

2. Vesical Caleulus.—Dr. S. W. Johnston. 

Discussed by Drs. J. A. K. Birchett, Jr., and 
P. S. Herring. Dr. Johnston closed. 

3. The Reaction of Impacted Wisdom Teeth 
to Disease.—Dr. Walton Shannon, D. D. S., Jack- 
son. 

Discussed by Drs. A. G. Tillman, Jr., W. C. 
Pool, G. W. Gaines, and E. F. Howard. Dr. Shan- 
non closed. 


On motion duty seconded and carried, the 
President, Dr. H. S. Goodman, appointed a nomi- 
nating committee as follows: Drs. E. F. Howard, 
W. C. Pool, and J. B. Benton. 

On motion duly seconded and carried, the Sec- 
retary was instructed to collect dues for the 
Women’s Auxiliary at the same time as for the 
Society, the dues to be turned over to the Auxili- 
ary with a certified copy of eligible members. 
the annual 


Plans for meeting on December 


13 were made and the following committees ap- 


pointed: 

Entertainment: General Chairman, Dr. E. H. 
Jones. 

(a) Visits to Local Hospitals: Dr. W. G. 


Weston, Chairman; Doctors H. B. Goodman, G. 
C. Jarratt, P. S. Herring, N. B. Lewis, B. B. 
Martin, W. H. Parsons, A. J. Podesta, A. Street, 
D. P. Street, and J. A. K. Birchett, Jr. 

(b) Military Park and Sighi Seeing: Dr. S. W. 
Johnston, Chairman; Doctors C. J. Edwards, J. S. 
Ewing, F. M. Smith, W. E. Johnston, G. P. Sand- 
erson, R. A. Street, Jr., and J. E. Quidor. 

(c) Golf: Dr. I. C. Knox, Chairman; Doctors 
G. M. Street, T. P. Sparks, Jr., and L. J. Clark. 

Reception: General Chairman, Dr. H. S. Good- 
man; Doctors A. K. Barrier, J. B. Benton, J. A. 
K. Birchett, V. Bonelli, M. H. Bell, M. J. Few, 
G. W. Gaines, H. H. Haralson, E. F'. Howard, T. 
W. Huey, S. Myers, B. T. Orendorf, D. A. Pet- 
tit, W. C. Pool, W. H. Scudder, E. B. Stribling, 
W. G. Kiger, H. B. Wilson, and all members of 
the Society. 

The meeting closed with a dutch lunch. 
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YALOBUSHA COUNTY 

The doctors from Yalobusha County attending 
the meeting of the North Mississippi Medical So- 
ciety, held at Oxford, were Drs. S. E. Cooper, 
S. L. Cox, D. C. French, L. S. Brown, and George 
Brown of Water Valley; Drs. H. O. Leonard and 
R. J. Criss of Coffeeville, and Dr. J. L. Donaldson 
of Oakland. A splendid meeting was enjoyed 
by all. 

Dr. George A. Brown, accompanied by Mrs. 
Brown, attended the Clinical Congress of the 
American College of Surgeons at St. Louis, Oc- 
tober 17-21. 

Dr. and Mrs. D. C. French were visitors to 
Greenwood, last week. 

There is no other news to report this month 
from Yalobusha. We hope to do better next 
month. There is very little sickness and none 
of the doctors are rushed to death. This is a 
splendid time to take advantage of attending 
medical meetings. 

G. A. Brown, County Editor. 
Water Valley, November 7, 1932. 


LAFAYETTE COUNTY 

For sometime I have been receiving requests 
from you for local news of the medical profes- 
sion in my county. So far I have not complied 
with your request. In fact, I had never been 
notified that I was editor for my county, and 
until recently, was not aware of the fact. I do 
not think when I was appointed I was in attend- 
ance. 

I think that my society could have appointed 
a more capable man along this line. I am not 
gifted in journalism. Nevertheless I will try to 
render some service until a new apointment has 
been made. 

I am sending you a program of the meeting 
of the North Mississippi Medical Society, held 
at the University of Mississippi on October 5, 
1932. While the attendance was not as large as 
we expected the meeting was a success and I 
think thoroughly enjoyed by everyone. We are 
looking forward to a greater meeting next year. 

The medical profession in my county is striv- 
ing to stretch the dollar as far as it will go dur- 
ing this time of depression. We have two pri- 
vate hospitals in the town of Oxford, both get- 
ting a small charity fund from the state. One 
of these hospitals has already used its charity 
fund and the other has only a few dollars left 
in the fund. Charity patients are still coming 
in, and, with the present prospect the demand 
this winter and in the spring for charity will be 
greatly in excess of the amount appropriated by 
the state. 

I am signing off for this time. 

E. R. Bramlett, County Editor. 
Oxford, November 7, 1982. 
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PEARL RIVER COUNTY. , 

The satsuma orange groves and packing houses 
in this county look like prosperity now. Oranges 
are being gathered, packed and shipped by the 
carloads. And you will find no better grades 
than those sent out from Picayune. 

Dr. V. B. Martin and W. T. Thornhill have 
been busy for some time making complete physi- 
cal examinations of all of the employees of the 
Goodyear Yellow Pine Company and the Crosby 
Certified Products Company. Such a procedure 
on the part of all employers would be a protec- 
tion to themselves and their employees also. It 
would save the respective counties much money 
that is now being spent on damage suits. 

I notice from the reports of our physicians 
for the past month that there have been quite 
a number of cases of influenza with a few cases 
of pneumonia. 

School examinations are being made by the 
members of the health department. The per- 
centage of undernourished and underweight chil- 
dren is found to be far less than anticipated at 
a time such as the present. Maybe we are in a 
much better condition physically than we would 
have been if money was more plentiful. I guess 
we will all live through it. 

G. E. Godman, County Editor. 
Poplarville, November 7, 1932. 


PONTOTOC COUNTY. 

The many friends of Dr. J. U. Abernathy will 
be glad to learn that he is recuperating from a 
recent operation performed at the Baptist hos- 
pital in Memphis, Tenn. 

Dr. J. R. McCord of Emory University has just 
completed a series of lectures on obstetrics at 
Booneville, which was well attended by physicians 
in surrounding territory. 

Miss Pauline McGregor of Randolph, daughter 
of Dr. A. H. McGregor, entered Baptist Hospital 
at Memphis for training a few days ago. 

Plenty of sickness, but in the words of Ham- 
bone, “It is not worth cultivating.” 

Dr. J. M. Hood of Houlka is able to be out after 
a week’s illness. 

The next meeting of the Northeast Mississippi 
Thirteen Counties Medical Society will be at Aber- 
deen the second Tuesday in December. Let’s go! 

R. P. Donaldson, County Editor. 
Pontotoc, November 7, 1932. 


STATE BOARD OF HEALTH. 

Dr. James R. McCord, Professor of Obstetrics 
and Gynecology of Emory University Medical 
School, will conduct a course of lectures at Clarks- 
dale during the week beginning December 5. Dr. 
V. B. Harrison, health officer and secretary of 
the Clarksdale and Six Counties Medical Society, 
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is in charge of arrangements. Physicians from 
that section of the state are urged to attend. 

The regular meeting of the Mississippi State 
Board of Health will be held in the office of the 
executive officer, Old Capitol, on December 12, 
ay 2. 

More physicians in Mississippi are filing birth 
records promptly this year than ever before. 
Undertakers are filing death records according to 
the regulations, except in occasional instances. 

The following attended the meeting of the 
American Public Health Association in Washing- 
ton: Dr. J. A. Milne, Dr. T. Paul Haney, Jr., Dr. 
T. W. Kemmerer, Dr. Felix J. Underwood, and 
Mr. H. A. Kroeze. Drs. Haney and Milne were 
given the trip by the Commonwealth Fund and 
they went several days in advance in order to 
attend the institute on health education held 
prior to the American Public Health Association 
meeting. 

Dr. R. G. Hand, Quitman, has been named 
health officer of Clarke County. 

Dr. T. Paul Haney, Sr., Iuka, is now serving 
as Tishomingo County Health Officer. 

Dr. John W. Shackelford, director of the 
Washington County Health Department for the 
past several years, was given a fellowship on 
September 15 for a year’s study at Harvard Uni- 
versity. This fellowship was given by the Rocke- 
feller Foundation through the State Board of 
Health. Dr. A. R. Perry, former director of 
the Yazoo County Health Department, is now 
in charge of the Washington County Health De- 
partment. 

En route to Washington to attend the Ameri- 
con Public Health Association, the following 
workers from the Texas State Board of Health 
stopped for a day to visit the Mississippi State 
Board of Health: V. M. Ehlers, Ben L. Grimes, 
Mrs. John Claybrook, Mrs. M. Pierson, H. E. 
Hargis. 

Dr. J. B. Black, who for more than ten years 
served as full-time health officer, first of Lee 
and later of Hinds County, was in Jackson for 
a visit to the central offices of the State Board 
of Health. Dr. Black is now director of the 
Rutherford County, Tennessee, Health Depart- 
ment. This department is one of the counties 
in Tennessee receiving the co-operation of the 
Commonwealth Fund and much good work is be- 
ing accomplished under the leadership of Dr. 
Black. 

The annual Conference of Health Workers will 
be held in Jackson on December 12, 13, and 14. 
Dr. Allen Freeman, Professor of Public Health 
Administration, Johns Hopkins University, will 
give two lectures each day. Other speakers will 
be Dr. G. A. Wheeler, of the U. S. Public Health 
Service; Dr. L. M. Graves, Health Commissioner, 
Memphis; and Dr. J. D. Dowling, Director of 
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the Jefferson County, Alabama, Health Depart- 
ment, Birmingham. All county health officers 
and sanitary inspectors are expected to be in at- 
tendance at this conference and any physicians 
who are interested in attending are cordially in. 
vited to do so. 

It is hoped that many physicians from Missis- 
sippi will attend the meeting of the Southern 
Medical Association in Birmingham on November 
16, 17 and 18. There will be many worth while 
contributions to the program and the fellowship 
to be had there with the leaders of organized 
medicine will be valuable. 

In Grenada County the local tuberculosis as- 
sociation is conducting a clinic in all the schools. 
Dr. Mildred S. Fatheree of the Sanatorium is the 
clinician and in making these tuberculin tests, 
the Mantoux method is being used. Excellent 
co-operation from the schools, professional peo- 
ple, and the public in general is being received. 
When this clinic is finished about November 12, 
over one thousand children will have been tested. 

During the month of October requests from 
two foreign countries were received for pam- 
phlets which the State Board of Health has on 
malaria and screening and mosquito-proofing of 
houses. One was from Rome, Italy, and the other 
from the Near East Foundation. The requests 
stated that the bulletins would be nativized and 
used in their own countries. 


F. J. Underwood, Executive Officer. 
Jackson, November 4, 1932 


HINDS COUNTY. 


A good crowd of Hinds County doctors motored 
to Yazoo City to attend the October meeting of 
the Central Medical Society. A wonderful din- 
ner was served and every one had a good and 
profitable time. 

The staff of the Jackson Infirmary met Oc- 
tober 31, enjoyed the usual good meal and had 
a splendid program. 

The staff of the Baptist Hospital met Novem- 
ber 1, with a splendid attendance. The program 
was most interesting. 

Dr. and Mrs. Ewing Gordon and Dr. Barksdale 
have been in Chicago this week where the doctors 
were attending the annual meeting of the rail- 
road surgeons. 

Dr. Julius Crisler is spending a week at Hot 
Springs, Arkansas. 

Dr. Temple Ainsworth has just returned from 
Cleveland, Ohio, where he spent ten days at the 
clinics there. 

Dr. H. F. Magee recently spent several days 
visiting the hospitals in Atlanta. 

W. F. Hand, County Editor. 
Jackson, November 4, 1932. 
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TISHOMINGO COUNTY. 
is a minimum amount of 


There 
Tishomingo County. We are very proud that it 


illness in 


is so. We feel that the extremely good health 
is attributed to the fact that people are eating 
less this fall than usual. 

Dr. T. P. Haney is getting along fine with his 
part time county health work. 

All of eight of our doctors attended lectures 
on obstetrics in Booneville, a few weeks ago. All 
enjoyed and profited by the lectures. 

Collections are almost nil this fall. 
still working and hoping. 

Of the ten doctors in the county Dr. K. F. Mc- 
Rae of Belmont is the only one who can have 
the pleasure of being a grandfather. 

A. E. Bostick, County Editor. 
Iuka, November 4, 1932. 


We are 


LEFLORE COUNTY. 

Dr. G. D. Williams of Lake Providence, La., 
visited his sister, Mrs. C. C. Smith, on October 
15. 

Dr. J. B. Stone and daughter of Memphis, 
Tenn., visited in the home of Mrs. C. M. Hender- 
son on October 30. 

Messrs. Tate Carl, Hughes Chander, Allen 
Winters, and Stirling Rule, who are attending 
the University of Tennessee Medical Department 
at Memphis, Tenn., spent the week end, Hallo- 
we’en, in the Carl home. 

Miss Lizette Sandifer, daughter of Dr F. M. 
Sandifer, is working on her M. A. degree at 
Peabody. 

Dr. and Mrs. E. W. Hunter are announcing the 
marriage of their daughter, Jane Watt, to Mr. 
Frank Hayne Barnwell of Thornton, the wedding 
took place Thursday, November 17, at 6 P. M., 
at the First Presbyterian Church. 

Dr. G. M. Godfrey of Carrollton was injured 
in an automobile wreck at Carrollton on October 
20. He was brought to the Greenwood-Leflore 
Hospital by Dr. Sanders, Jr. of Carrollton. He 
was able to leave the hospital in a few days to 
resume his practice. 

Dr. R. B. Yates was recently elected Command- 
er of the Keesler-Hamrick-Gillespie Post of the 
American Legion at this place. 

Dr. Mark A. Booth, colored, of this place, 
committed suicide by shooting himself with a 
pistol, while seated at his desk on October 19. 

Dr. J. T. Spencer, retired, formerly post-master 
at this place, is the Republican nominee for Con- 
gress from this the third district. 

Drs. Geo. Baskervill, L. A. Barnett, J. P. Ken- 
nedy, and W. B. Dickins were the guests of Dr. 
L. H. Hightower of Itta Bena at the meeting of 
the Itta Bena Rotary Club November 3, to hear 
Dr. Felix Underwood address the club. Dr. Un- 
derwood was detained in Jackson but we were 
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well repaid for our visit as we heard an address 
by Mr. Francis of Greenville, on the “Causes and 
Cure of the Depression.” 

W. B. Dickins, County Editor. 
Greenwood, November 4, 1932. 


CLARKSDALE AND SIX-COUNTIES MEDICAL 
SOCIETY. 

At the recent semi-annual meeting of the Clarks- 
dale and Six-Counties Medical Society in Clarks- 
dale, officers were elected as follows: 

President, Dr. J. W. Moody, Charleston. 

Vice-Presidents: Dr. H. L. Cockerham, Bolivar 
County; Dr. A. G. Everett, Coahoma County; Dr. 
E. A. MeVey, Quitman County; Dr. T. F. Clay, 
Tallahatchie County; Dr. M. B. Jernberg, Tunica 
County. 

Secretary, Dr. V. D. Harrison, Clarksdale. 

Member of the Board of Censors for three years, 
Dr. D. O. Pierce, Jonestown. 

Chairman, Medico-legal Defense, Dr. J. W. Gray, 
Clarksdale. 

J. W. Lucas, Councilor, First District. 
Moorhead, November 2, 1932. 


MONROE COUNTY. 

My kingdom for some thrilling news that I might 
pass on to my confreres through your fine Journal! 
We could not function without it and you. But it 
pains me to know and confess that I shall not be 
able to help you this time. But that you (all) 
may know that I am willing to try to serve. I 
shall answer “present but not voting.” 

Speaking of voting reminds me that our nation 
is on the verge of an election. I presume that 
practically every one feels the galvanic charge 
that fills the air. What with the press and above 
all the radio service that is available now, there 
is little excuse for ignorance as to the propaganda 
that has been perpetrated. Nevertheless, there 
seems little room for doubt as to what the national 
conclusions are. It will soon be over—let us hope 
that better things are in store. My county (Mon- 
roe) is, I suspect, in about as good condition finan- 
cially as any county in the state and it is fearfully 
bad here. For several months I have devoted 
practically all my time to the direction of a relief 
program. Nothing less than this intimate contact 
with the affairs of my people could have convinced 
me of the desperate straits to which the people 
have been forced. Of course I have definite ideas 
as to the cause of this condition, but why discuss 
them? When a great conflagration is raging, we 
gain nothing by discussing the origin. The great 
and only vital question is what can and should be 
done to stop it. 

Since my last communication I attended the 
meeting of the North Mississippi Seven-Counties 
Society at the University. It was a most enjoy- 
able occasion. The weather, for the day, was 
superb. The attendance, though not large, was 
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satisfactory. The program was interesting. Talent 
of very exceptional character was in evidence. Dr. 
McLester, one of the South’s—I might say one 
of the Nation’s—outstanding men, contributed to 
the program. Some of the best of the Memphis 
contingent were there. It was a fine meeting of 
fine men. Your correspondent enjoyed the oc- 
easion to the fullest degree. My good friend, Dr. 
Summerford of Smithville, transported me to the 
meeting and back to my home. The intimate as- 
sociation with him during several hours’ ride was 
very pleasant and interesting indeed. 

Nothing has happened to any of the county 
doctors that I feel constrained to mention. I 
might say that Dr. Ewing has had erected a small 
but very nice office building. He and Dr. A. I. 
Boozer have moved their offices into this new 
building. Dr. Ewing told me that since material 
and other costs of construction are so very low 
now that he figured interest on money borrowed 
to erect the building is less than rental on other 
property. But the general impression seems to 
be that he is making so much money that he had 
to find a way to spend some of his surplus. 

G. S. Bryan, County Editor. 
November 4, 1932. 


PRENTISS COUNTY. 

Dr. W. V. Davis was confined to his bed several 
days last week on account of illness, but is back 
“in harness” again. 

Dr. S. L. Pharr has been quite ill for the last 
two weeks, but is improving nicely at this time. 
He has been in the Baptist Hospital, Memphis, 
since Monday, October 31. 

Dr. W. H. Sutherland attended the meeting of 
the American College of Surgeons in St. Louis 
and the Interstate Post-graduate Assembly in 
Indianapolis the latter part of October. Dr. and 
Mrs. H. B. Southerland motored to Indianapolis. 

Dr. R. B. Caldwell of Baldwyn was in Boone- 
ville several times in the last two weeks on pro- 
fessional business. 

R. B. Cunningham, County Editor. 
Fooneville, November 4, 1932. 


ATTALA COUNTY. 

We are still on the map in Attala County by 
being careful, looking forward for better times. 
We had Dr. McCord with us for five days begin- 
ning October 24. We had good attendance from 
the adjoining counties and all who attended the 
lectures were well repaid for their time. Dr. Mc- 
Cord is one of the best instructors on obstetrics 
and gynecology. 

The Winona District Medical Society will meet 
at Grenada, on November 9. We hope to have a 
good attendance and good meeting. We are to 
elect officers at this meeting. 

C. A. Pender, County Editor. 
Kosciusko, November 4, 1932. 
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WINSTON COUNTY. 

Seceral doctors of Louisville attended the meet- 
ing of the East Mississippi Medical Society at 
Meridian the 20th instant. We enjoyed a good 
program and are indeed grateful to Drs. Riley 
and Coleman for the sumptuous eats sponsored 
by them on this occasion. 

The writer and wife, Mrs. Montgomery, spent 
a short time pleasantly with Dr. Willis Walley 
and his good lady, Mrs. Walley, while at the meet- 
ing in Meridian. 

Dr. McCord of the Emory University, a teacher 
in obstetrics who has been lecturing at Kosciusko, 
was guest in our city one night last week. Several 
of our doctors have been attending his lectures and 
have been benefited very much. 

Dr. Bernard Hickman has been attending court 
in Meridian for several days. 

In a short time a debate would be timely, “Re- 
solved: That Roosevelt Should Not Have Been 
Elected President of the U. S. A.” 

The Winston County Medical Fraternity changed 
its regular time of meeting from 7:15 P. M. to 
5 P. M. the same date in each month, the second 
Tuesday. Any visiting doctors are always appreci- 
ated in our meetings. 

W. L. Montgomery, County Editor. 
Louisville, Miss.,-November 4, 1932. 


WARREN COUNTY. 

On Tuesday, December 13, the Issaquena-Shark- 
ey-Warren Counties Medical Society will hold its 
annual meeting. A splendid program has been 
prepared. The scientific program may be found 
elsewhere in this issue and the presence of such 
noted men insure its success. A banquet will be 
served, golfing, auto rides, visits to the hospitals, 
etc., will be arranged for any who are interested. 
Those desiring such arrangements should please 
notify Dr. Edley H. Jones, who is Chairman of 
the Entertainment Committee. 

The ladies of the Medical Auxiliary to the Is- 
saquena-Sharkey-Warren Counties Medical So- 
ciety are planning to hold a luncheon meeting on 
the same day. It is hoped that every doctor will 
come and bring his wife. 

Drs. George M. Street and J. A. K. Birchett, 
Jr., attended the recent meeting of the American 
College of Surgeons at St. Louis. 

Dr. and Mrs. Augustus Street attended the Rail- 
way Surgeons meeting in Chicago. Mrs. Street re- 
turned but Dr. Street spent a few days at the 
Mayo Clinic. 

Dr. Richard Street, Jr., also spent a few days 
at the Mayo Clinie. 

Quite a number of docters are planning to at- 
tend the Southern Medical Association meeting 
at Birmingham. Dr. Leon Lippincott will attend 
the Southern Branch of the American Public 
Health Association, as well as the Southern. Drs. 
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I. C. Knox, W. H. Parsons, Guy C. Jarratt and 
Edley H. Jones will also be in attendance. 

E. H. Jones, County Editor. 
Vicksburg, November 13, 1932. 


MISSISSIPPI CONFERENCE OF SOCIAL 
WORK. 

At the Mississippi Conference of Social Work, 
October 27-29, at Jackson, Dr. Felix J. Underwood 
presided at the opening session and Dr. C. D. 
Mitchell, led the discussions at the mental clinic 
held at the State Insane Hospital. 


PIKE COUNTY MEDICAL SOCIETY. 

The Pike County Medical Society held its regu- 
lar October meeting in conjunction with Eighth 
Councilor’s District Medical Meeting in McComb, 
October 11. The next meeting of the Pike County 
Medical Society will be Thursday, November 3. 
Dr. J. R. Waugh of the United States Health 
Service, Hot Springs, Arkansas, has accepted our 
invitation to be with us then. He will present a 
paper on “The Practical Diagnosis and Treatment 
of Venereal Diseases.” Dr. Waugh will be avail- 
able for consultation to Pike County physicians 
and visiting physicians at the City Hall in Mc- 
Comb from 1:30 until 4:30 P. M. The regular 
meeting will begin at 7:30 P. M. 

T. Paul Haney, Jr., Secretary. 

McComb, Oetober 20, 1932. 


PIKE COUNTY. 

Dr. G. W. Robertson of Magnolia will leave in 
November for four months of post graduate work 
at Tulane University. 

Dr. T. Paul Haney, Jr., is planning to be out 
of the city after October 21 and until November 
1. He will be away for the purpose of attend- 
ing the American Public Health Association meet- 
ing in Washington. 

Dr. Clarence L. Scamman of the Commonwealth 
Fund of New York will visit Pike County on or 
about November 1. 

Mrs. Thomas B, Abney experienced what might 
have been a serious automobile accident but for- 
tunately she escaped with minor injuries. 

Dr. Robert H. Brumfield, McComb, is now at- 
tending the meeting of the American College of 
Surgeons in St. Louis. 

T. Paul Haney, Jr., County Editor. 
McComb, October 29, 1932. 


SOUTHERN BRANCH, AMERICAN 
HEALTH ASSOCIATION. 

On November 14, at Birmingham there was or- 
ganized the Southern Branch of the American 
Public Health Association with an attendance of 
approximately 100 health workers. Dr. Felix J. 
Underwood, Executive Officer of the Mississippi 
State Board of Health, was chosen chairman of 
the organization meeting and presided. The 
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scientific sessions continued through November 15. 

The following members of the Mississippi State 
Medical Association took part in the organizing: 
Dr. F. J. Underwood, R. N. Whitfield, T. W. Kem- 
merer, W. E. Noblin, and H., C. Ricks all of Jack- 
son; Dr. F. M. Smith, Vicksburg, and Dr. T. Paul 
Haney, Jr., McComb. 

A number of other public health workers of 
Mississippi were in attendance. 


SOUTHERN MEDICAL ASSOCIATION. 

The twenty-sixth annual session of the Southern 
Medical Association was held in Birmingham, No- 
vember 15-18. Including November 17, there were 
registered 1209 doctors and 216 ladies. The 
scientific programs of the various sections were 
well prepared and interesting and the scientific ex- 
hibits covered many phases of present day medi- 
cine. A number of affiliated societies, including 
the Women’s Auxiliary to the Southern Medical 
Association, held their meetings in the same week. 
Numerous entertainment features were provided 
by the Jefferson County Medical Society and its 
Auxiliary for the visitors. Birmingham did itself 
proud and it was a good meeting. 

Those registering from Mississippi were: An- 
derson, W. H. (wife), Booneville; Austin, R. B., 
Jr., Forest; Cranford, R. H., Laurel; Crawford, 
W. W. (wife), Hattiesburg; Blount, W. N., Laurel; 
Cooper, I. W., Meridian; Darrington, Gilruth, 
Yazoo City; Dearman, W. A., Gulfport; Dugger, 
J. W., (wife), Jackson; Field, Samuel E. (wife), 
Centerville; Guyton, B. S., University; Hall, R. W., 
Jackson; Jones, Edley H., Vicksburg; Kroeze, H. 
A. (wife), Jackson; Lippincott, Leon S., Vicks- 
burg; Long, Lawrence W., Jackson; Mitchell, C. 
B., Agricultural College; McCormick, H. G., 
Laurel; McRae, W. W. Corinth; Parker, E. C. 
Gulfport; Plummer, James R. (wife), Deemer; 
Polk, L. L. (wife), Purvis; Rafferty, D. G., Pass 
Christian; Rehfeldt, E. E. Jackson; Stallworth, 
W. L., Columbus; Underwood, F. J., (wife), Jack- 
son; Arrington, Geo. Lamar, Meridian; Flynt, M. 
L., Newton; Green, Joseph E. Richton; Jones, D. 
W., Jackson; Parsons, W. H., Vicksburg; Philpot, 
V. B. (wife), Houston; Simmons, C. L., Hazel- 
hurst; Walker, B. N. Jackson; Walley, Willis, 
Jackson; Womack, N. C., Jackson. 


WOMEN’S AUXILIARY TO THE MISSISSIPPI 
STATE MEDICAL ASSOCIATION. 
President—Mrs. W. C. Pool, Cary. 
President-elect—Mrs. M. L. VanAlstine, Jack- 
son, 
State Convention, Jackson, May 9, 10, 11, 1933. 
Mrs. Leon S. Lippincott, Vicksburg, Press and 
Publicity Chairman. 


A CHRISTMAS GREETING FROM OUR 
PRESIDENT. 
Again we are nearing the birthday of our King, 
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and the times and circumstances make it a mo- 
mentous one. 

Half of our year’s work is behind us and we 
have made it good. The loyal cooperation you 
have given me as your president has smoothed 
many rough places in the road and made this serv- 
ice a labor of love. 

My wish for you is that the sorrows of the 
past year may prove a benediction and the joys 
may grow into greater ones, and all during the 
coming year we may work together even more 
efficiency and accomplish even greater things for 
our auxiliary. 

So, I say with all my heart, may your Christmas 
be a Merry One, and the New Year a Happy one! 

Mrs. W. C. Pool. 


HOMOCHITTO VALLEY. 

The ladies. of the Homochitto Valley Medical So- 
ciety Auxiliary were invited to be the guests of 
Mrs. C. E. Mullins, Bude, on October 6. There 
were 12 members and 2 guests present. 

After a most delightful lunch and social hour, 
the meeting was opened by our president, Mrs. 
Mullins, welcoming Mrs. Pool, our state president 
and most interested friend. 

Mrs. Pool expressed her pleasure at being able 
to be with us at the meeting held in our birthday 
month, and to be with us at the election of of- 
ficers. 

The minutes of the last meeting were read and 
approved. Then followed the election of officers. 
Mrs. Mullins was re-elected as president by a 
unanimous vote. 

Mrs. S. R. Townes gave several short readings, 
some sense and some nonsense. 

Mrs. Pool gave an interesting and instructive 
talk on “Three Basic Principles.” 

A continuance of the Preventorium work was 
voted upon as the principal work for the coming 
year. 

Our next meeting to be held in Natchez will 
be an open meeting at which we hope to draw 
in a goodly number of new members. 

Mrs. Wm. K. Stowers 
Natchez, October 26, 1932. 


JACKSON. 


A note of general interest is the announcement 
of the engagement and approaching marriage of 
Miss Georgianna Louise Ogee, of Natchez and 
Pork Gibson, to Dr. Temple Ainsworth of Jack- 
son. The marriage will be performed on De- 
cember 3, at Port Gibson. 

Dr. and Mrs. A. E. Gordin were numbered 
among those present at the meeting of the sur- 
geons of the Illinois Central railroad in Chicago. 

Dr. and Mrs. J. O. Segura have received word 
from their daughter, Heloise, a freshman at New- 
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comb, New Orleans, that she has been pledged to 
the Chi Omego sorority. 

Dr. J. W. Barksdale and son, Henry, attended 
the meeting of the surgeons of the Illinois Cen- 
tral railroad at Chicago. 

Mrs. W. L. Hughes. 
Jackson, November 9, 1932. 


WASHINGTON COUNTY UNIT. 
Women’s Auxiliary to the Delta Medical Society. 

Mrs. W. C. Pool of Cary, visited in the home 
of Dr. and Mrs. L. C. Davis in Greenville on No- 
vember 3. Mrs. O. H. Beck, wife of the advisor 
to the Washington County Unit, offered Mrs. Pool 
a pleasant courtesy at the Country Club. A num- 
ber of ladies called during the hour to meet Mrs. 
Pool. 

The preliminary arrangement committee for 
the Washington County Unit met on the 10th 
of November at the King’s Daughters’ Hospital 
to plan for the general organization meeting for 
the unit. It was decided that a luncheon meet- 
ing probably fits the needs in this county. This 
committee goes forward at this time toward ar- 
ranging such a meeting at the Country Club next 
week. Each of the committee has made herself 
at the Country Club next week. Each of the 
committee has made herself responsible for the 
notification of from four to six women from the 
county and reports a satisfactory interest and 
hopes to have a full attendance. 

Mrs. H. L. Cockerham of Gunnison, Councilor 
for the First District for the Auxiliary, will at- 
tend the organization meeting of the Washing- 
ton County Unit. 

Mrs. John A. Beals. 
Greenville, November 11, 1932. 


WOMEN’S AUXILIARY TO THE DELTA 
MEDICAL SOCIETY. 


The Vice-Presidents of the Delta Society have 
been appointed as advisors to the new units be- 
ing organized in their counties by the Women’s 
Auxiliary. These physicians are: Dr. O. H. 
Beck for Washington, Dr. W. E. Denman for 
Leflore, Dr. T. J. Barclay for Humphreys, Dr. 
R. C. Smith for Sunflower, Dr. A. M. Wynne for 
Boliver. These appointments were made by Dr. 
J. C. Higdon, President of the Delta Medical So- 
ciety, sometime since. 

Leflore County has some ten members of the 
Women’s Auxiliary and goes forward toward the 
organization of the Leflore Unit at this writing. 
Mrs. J. C. Adams, Greenwood, is President of 
Leflore Unit. 

Mrs. T. B. Holloman and Mrs. B. B. Harper, 
Itta Bena, as by-laws committee, are at work on 
the by-laws for the Auxiliary to the Delta Medi- 
cal Society. 
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The appointments of vice-presidents for the 
Counties of Sunflower, Bolivar and Humphreys 
to serve as presidents to the Units of the Wo- 
men’s Auxiliary are being made by the Presi- 
dent of the Women’s Auxiliary to the Delta So- 
ciety this week and will be announced in the 
next Journal. 

The president of the Women’s Auxiliary to the 
Delta Society is very appreciative of the interest 
and kindly co-operation shown in the details and 
plans of organization by both the members of 
the Delta Society and their wives, the prospective 
members of the Auxiliary. 

Mrs. John A. Beals, President. 
Greenville, November 11, 1932. 


WINONA DISTRICT. 


It is my pleasant duty to write you of our or- 
ganization of the Women’s Auxiliary to the 
Winona District Medical Society. 

On Wednesday afternoon, November 9, 1932, 
while the doctors were assembled, we met in one 
of the Sunday school rooms of the First Baptist 
Church in Grenada. The state president, Mrs. 
W. C. Pool of Cary, was with us and explained 
the purpose of the auxiliaries and the method of 
organization. Though some of our counties were 
not represented, we organized with the following 
officers: President, Mrs. J. K. Arent, Grenada; 
Vice-President, Mrs. E. C. O’Cain, Winona; Sec- 
retary-Treasurer, Mrs. J. S. Sharp, Grenada; 
Press and Publicity, Mrs. S. S. Caruthers, Duck 
Hill; Parliamentarian and Hygeia Chairman, 
Mrs. J. O. Ringold. 

The next meeting will be held in Winona, De- 
cember 7, at 2 P. M., in the home of Mrs. E. 
C. O’Cain. Efforts will be made to have a full 
meeting with representatives from all six counties 
represented in the Winona District Medical So- 
ciety. 

Mrs. S. S. Caruthers. 
Duck Hill, November 9, 1932. 


VICKSBURG. 

Mrs. W. C. Pool, Cary, was the guest of Dr. 
and Mrs. E. F. Howard while enroute to Grenada, 
where she helped organize a new auxiliary to the 
Winona District Medical Society. 

Dr. R. A. Street, Jr., is visiting the Mayo Clinic 
at Rochester, Minnesota. 

Dr. J. A. K. Birchett, Jr., attended the meeting 
of the American College of Surgeons at St. Louis. 

Dr. George Street attended the meeting of the 
American College of Surgeons at St. Louis, and 
later went to the Interstate Post Graduate As- 
sembly in Indianapolis, Indiana. 

Mr. L. L. Coats of Bastrop, brother of Mrs. 
H. H. Haralson, was badly injured recently in an 
automobile accident near Tallulah, Louisiana. 
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Mrs. Mary Jiggets who has been visiting her 
daughter, Mrs. Edley Jones, and family, left for 
her home in Canton last week. She was ac- 
companied by Mrs. Jones and little son. 

Mrs. L. J. Clark’s sister, Mrs. Lane Busic, has 
been visiting in Vicksburg several days. Dr. and 
Mrs. Clark are also enjoying a visit from the 
former’s mother and father. 

Dr. and Mrs. A. Street spent a few days last 
week in Chicago. Dr. Street went on to Roches- 
ter, Minnesota, while Mrs. Street returned home. 

Dr. and Mrs. A. J. Podesta are to spend a week 
or two in New Orleans where the latter’s son is 
a student at Tulane. 

Dr. and Mrs. Geo. Street had as their house 
guests Miss Katherine Nobel, Fayette, and Miss 
Dorothy Street, Memphis. 

Dr. and Mrs. D. A. Pettit had their niece, Miss 
Martha Hyland of New Orleans, as their guest 
last month. 

Mr. and Mrs. Sidney Johnston had Miss Huff 
of Clinton as their guest last week. 

Mrs. H. H. Haralson. 
Vicksburg, November 10, 1932. 


ISSAQUENA-SHARKEY-WARREN COUNTIES. 

The Women’s Auxiliary to the Issaquena- 
Sharkey-Warren Counties Medical Society will 
hold its regular monthly luncheon-meeting in the 
Coral Room of the Vicksburg Hotel, on Novem- 
ber 15. Mrs. M. H. Bell is to have charge of 
the program, “‘Christmas Seal Sale.” Mrs. L. J. 
Clark will have charge of the table decorations. 

These luncheon meetings have always been 
most popular, and every one who attends them 
seems to enjoy each one more than the last. We 
hope for a large attendance, at this meeting in 
particular, as we are all interested in the tubercu- 
losis welfare work, for which the Christmas Seal 
Sales are made. 

Mrs. H. H. Haralson. 

Vicksburg, November 10, 1932. 


ANNUAL MEETING. 


On December 13, at noon, in the Vicksburg 
Hotel, Coral Room, will be held the annual elec- 
tion of officers of the Women’s Auxiliary to the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety. Besides this important business, a special 
program is being arranged by the committee in 
charge for the entertainment of visitors. Invi- 
tations have been issued to the speakers who are 
to be on the program of the Medical Society, and 
their wives, Dr. and Mrs. I. I. Lemann, and Dr. 
and Mrs. Amedee Granger, of New Orleans, and 
Dr. and Mrs. Williard Barlett, Jr., of St. Louis; 
to Dr. J. M. Acker, Jr., Aberdeen, president of 
the Mississippi State Medical Association, and 
Mrs. Acker; Dr. T. M. Dye, Clarksdale, secretary 
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of the Association; Dr. H. S. Goodman, Cary, and 
Dr. Leon S. Lippincott, Vicksburg, president and 
secretary of the local medical society; and to Dr. 
E. F. Howard, Vicksburg, advisor to the auxili- 
ary. 


TRIBUTE. 
MRS. WALTER JACKSON FREEMAN. 

Mrs. Walter Jackson Freeman, Philadelphia, 
Penn., President of the Woman’s Auxiliary to 
the American Medical Association, died in Phila- 
delphia, October 26, 1932. 

The distressing news of Mrs. Freeman’s seri- 
ous illness came the first part of October, but 
later it was reported that she was cheerful, and 
indications were of a sure if slow recovery. The 
news of her death was, therefore, a shock to the 
entire membership of the auxiliary, but particular- 
ly to those who have had the good fortune to 
know her personally, and who esteemed and 
loved her. 

Mrs. Freeman was very active in her role as 
national president; in September she made a trip 
that took her to Wisconsin, Illinois, Iowa, Mis- 
souri, Michigan, Indiana, and West Virginia. She 
was to have addressed the Virginia State Medical 
Society and its Auxiliary at their November 
meeting. 

We, members of the Women’s Auxiliary to 
the Mississippi State Medical Association, bow 
our heads in silent tribute to the dear little lady 
with a most inspiring personality, who was our 
National Auxiliary President, Mrs. Walter Jack- 
son Freeman. 

Mrs. Sidney Johnston. 
Vicksburg, November 10, 1932. 
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HONOR ROLL. 
The following have made this number of our 
Journal possible: 


County Edtors—L. Wallin, F. L. MeGauhy; C. 
C. Buchanon, G. F. Carroll, William F. Hand, 
R. C. Elmore, W. H. Scudder, E. S. Bramlett, 
W. B. Dickins, W. H. Frizell, G. S. Bryan, J. 0. 
Ringold, G. E. Godman, T. Paul Haney, Jr., R. 
P. Donaldson, R. B. Cunningham, C. M. Murry, 
A. E. Bostick, H. P. Boswell, E. H. Jones, S. E. 
Field, M. L. Montgomery, G. A. Brown.—23. 


Societies—Central, Robin Harris, secretary; 
Clarksdale and Six Counties, J. W. Lucas, counci- 
lor; Delta, F. M. Acree, secretary; East Missis- 
sippi, T. L. Bennett, secretary; Harrison-Stone- 
Hancock, E. A. Trudeau, secretary; Issaquena- 
Sharkey-Warren, L. S. Lippincott, secretary; Pike 
County, T. P. Haney, Jr., secretary; South Mis- 
sissippi, J. P. Culpepper, Jr., secretary; Eighth 
Councilor District, Dr. W. H. Frizell, councilor, 
Dr. T. P. Haney, Jr., secretary; Mississippi State 
Hospital Association, Dr. J. G. Gardner, presi- 
dent.—10. 


Hospitals—Biloxi Hospital, E. A. Trudeau; 
Mississippi Baptist Hospital, L. W. Long; Vicks- 
burg Sanitarium.—3. 


Other Contributors—L. J. Clark, E. H. Jones, 
Mrs. W. L. Hughes, Mrs. John A. Beals, Mrs. S. 
S. Caruthers, Mrs. S. W. Johnston, J. A. K. 
Birchett, Jr.; F. J. Underwood, E. F. Howard, 
Mrs. H. H. Haralson, Mrs. W. K. Stowers, Mrs. 
L. S. Lippincott, Mrs. W. C. Pool.—13. 


Grand Total—49. Your Editors Thank You. 


BOOK REVIEWS 


The American Illustrated Medical Dictionary: By 
W. A. Newman Dorland, A. M., M. D., 
F. A. C. S. Philadelphia and London, W. B. 
Saunders Company. 1932. pp. 1493. Price, 
$7.50. 

This sixteenth edition of a dictionary which first 
appeared 32 years ago illustrates what can be 
done with a book to perpetuate it if the revision 
is done with care and with intelligence. This new 
edition, as the previous ones, has been thoroughly 
revised in every respect. Many new words have 
been added and most of these have never pre- 
viously appeared in a dictionary. As the previous 
editions, the definitions are succinct, accurate and 
carefully worded. The dictionary has stood the 
test of time and undoubtedly will continue to 
function as one of the standard medical lexicon 
for many years. 

‘J. H. Musser, M. D. 


Internal Medicine, Its Theory and Practice: In 


Contribution by American Authors: Edited 
by John H. Musser. Philadelphia, Lea & 
Febiger. 1932. pp. 1365. Price, $10.00. 


Professor Musser begins the preface to the new 
text book of which he is editor, as follows: “The 
ever increasing perplexities of internal medicine 
and the steadily mounting mass of facts that per- 
tain to disease make it an impossibility for any 
one man to write with authority on such a large 
subject.” In planning a text by a number of con- 
tributors Professor Musser has attempted to secure 
the benefits of authorship by many experts in the 
various fields of medicine without loss of unity and 
compactness. He, therefore, has allowed each of 
his twenty-seven contributors considerable liberty 
in presenting his subject as best suited to his 
fairly large field. Fragmentation and over-lap- 
ping of subjects have been avoided. The contribu- 
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tors are distinguished as practicing internists, 
teachers, or investigators, and are exceedingly 
well qualified to handle their subjects. The high 
quality of the authorship is shown in a particularly 
satisfactory fashion in sections dealing with sub- 
jects now in a confused state, such as diseases of 
the kidney and of the alimentary tract or where 
the mass of data is so great as to make presenta- 
tion difficult as is true with heart disease. Each 
chapter or section is followed by a brief but well 
chosen list of references. There is a good index. 
The printers as well as the editor and contributors 
have done their work well. The result is an im- 
portant addition to medical literature. The re- 
viewer enthusiastically recommends the book to 
physicians and medical students. 
R. H. Turner, M. D. 


Modern General Anesthesia: 
M. D. 2d ed. rev. and enl. Philadelphia, F. A. 
Davis Co. 1932. Illus. pp. 231. Price, $2.50. 

Dr. Poe has made a good job in re-writing his 
book. It is written from the teacher’s point of 
view and for students. His detailed explanations 
are complete. His charts show much thought and 
are good. 

The chapter on ether is good, and sufficient to 
give to the student a working knowledge of its use. 

Dr. Poe’s opinion on the non-use of morphine 
in children under 15 years is open to question. 
Most of the best anesthetists of the country use it 
with very gratifying results. Dr. C. H. Robson, 
anesthetist for the Hospital for Sick Children in 
Toronto, who has had very extensive experience 
in anesthetizing children, says that children stand 
morphine well in rather large doses. 

The chapter on nitrous oxide is devoted too 
much, in the reviewer’s opinion to the advertising 
of a machine. The author advocates an uneven 
flow and a “guessed-at” mixture of gases as being 
most satisfactory. This method of using the in- 
terrupted and uneven flow of gases to secure and 
maintain a proper anesthetic mixture was the best 
we had once, and served in a way, but that day 
passed with the appearance of better machines. 

As a whole, the book is well worth reading. 

ANSEL M. CAINE, M. D. 


By James G. Poe, 


Accidents, Neuroses and Compensation: By James 
H. Huddleston, M. D., with a foreword by 
J. Ramsay Hunt, M. D., Se.D. Baltimore, 
The Williams & Wilkins Company. 1932. 
pp. 256. Price, $4.00. 

This volume, composed of twelve chapters, is 
well written and properly catalogued, in sequence, 
arrives at a timely period in our civilization and 
especially as the herd is at present in the throes 
of the various social and economic delapidation 
procedure. 

The chapters in themselves are filled with in- 
teresting reading matter, instructive in every 
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detail, the ones especially dealing with post trai- 
matic psychoses, psychopathy and malingering in 
which various interpretations are given of these 
conditions by men renowned in their specialties, 
following which the one on treatment which is 
adequately covered. 

The most interesting, and the one of necessity 
applicable to the present situation, is the one on 
compensation wherein it gives the results of the 
various decisions and commissions including money 
paid at the present time to the ex-service man of 
the various countries. It also includes the so- 
called “Play Boy” Guilds (the examiner’s own con- 
notation), applicable to that type of individual 
who, like the “Lillies of the Field,” toil not neither 
do they spin, etc.—the one on prophylaxis could 
be given a first place on any essayist’s honor list. 

There is much bibliography and complete index. 

To sum up, a book that should be in the hands 
of neuropsychiatrists and those dealing with com- 
pensation of all types inasmuch as we, in the pro- 
fessional fields, are constantly meeting the types 
mentioned in the following dialogue: 

Physician to Patient: How sick are you 
and where are you hurt? 
Patient to Physician: I can’t tell you yet, 
I have not consulted my lawyer. 
Later on, an episode similar to the following: 
Lawyer to Patient: You must have a ner- 
vous breakdown. 
Patient to Lawyer: 
Lawyer to Patient: 
that. 


But I have not. 
Well, I can arrange 


WALTER J. OTts, M. D. 


Hospitals and Child Health: Pub. by White House 
Conference. New York, The Century Co. 
1932. pp. 279. Price, $2.50. 

In “Hospitals and Child Health,” a publication 
of the White House Conference on Child Health 
and Protection, is presented a mass of valuable 
and suggestive information which was secured by 
three subcommittees of the White House Confer- 
ence during over a year’s study and investigation 
of the whole problem of the relationship of the 
hospital towards the health and welfare of children. 

The first part of the book presents the findings 
of the Subcommittee on Hospitals and Dispen- 
saries, of which Clifford G. Grulee, M. D., of the 
Rush Medical College of the University of Chicago, 
is chairman. This part surveys the situation in 
children’s and orthopedic hospitals, dispensaries, 
and posture clinics. 

The second part presents the findings of the 
Subcommittee on Convalescent Care, of which 
Adrian V. S. Lambert, M. D., of the Welfare 
Council of New York City, is chairman. This part 
considers the situation in convalescent homes and 
offers practical suggestions for improving the 
service and increasing the number making use of 
convalescent care. 
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The final part of the book presents the finding 
of the Subcommittee on Medical Social Service, of 
which Ida M. Cannon, R. N., of the Massachusetts 
General Hospital, is chairman. It offers a careful 
summing up of conditions in rural and in urban 
communities and indicates how activities should be 
encouraged. 

L. VON MEYSENBUG, M. D. 


Practical Treatise on Diseases of the Digestive 
System: By L. Winfield Kohn, M. D., F. A. 
C. P. Philadelphia, F. A. Davis Co. 1930. 
2v. Price, $12.00. 

In these two volumes the author has covered a 
wide scope dealing with practically every phase 
of disease of the digestive system, to an extent 
which necessitates brevity and curtailment in many 
instances. Great stress has been laid on the physi- 
ological aspect of the digestive organs, as well as 
upon the clinical interpretation of the various 
pathological conditions discussed. The view point 
of the author follow the commonly accepted chan- 
nels and offer no striking originality. The inclu- 
sion of a chapter on oral pathology covering 
diseases of the mouth, tongue, teeth, pharynx and 
salivary glands proves a distinct addition to the 
work, since this constitutes an important subject 
too frequently overlooked in similar treatises on 
gastro-enterolgy. In a separate chapter on “Dis- 
eases of Other Organs Producing Gastro-Intestinal 
Symptoms,” the author has dealt in a very practical 
way with the broad relationship existing between 
the digestive tract and pathological states in other 
parts of the body. Full attention is directed to 
radiological considerations and the illustrations in 
this respect, as well as in all others, are well 
selected and quite adequate. 

Probably the greatest deficiency of the work, as 
a whole, from the standpoint of the practitioner, 
lies in a lack of proper therapeutic detail. This 
subject is handled in a very elimentary way, with 
a list of heterogeneous medical formulae offered. 
The all important individual and selective type of 
treatment is not sufficiently emphasized; neverthe- 
less, the merits of the work far outweigh the 
relatively few deficiencies as outlined above and the 
volumns can be recommended highly as a valuable 
addition to the doctor’s library. 


DONOVAN C. Browne, M. D. 


Primary Carcinoma of the Lung: By B. M. Fried, 
M. D. Baltimore, Williams & Wilkins Co. 
1932. pp. 247. Priee, $5.00. 

This volume is a splendid summary of a signifi- 
cant subject. Incidence, etiology, histology, signs 
and symptoms are discussed. Numerous case re- 
ports with splendid illustrations are presented. A 
good bibliography and index are noteworthy. 

I. L. Ropsins, M. D. 


The Treatment of Syphilis: By Jay F. Schamberg, 
A. B., M. D., and Carroll S. Wright, B. Sc., 
M. D. New York, D. Appleton Co. 1932, 

- pp. 658. 

This monograph is written in_ thirty-three 
chapters dealing with the treatment, results of 
treatment, the various reactions some times en- 
countered, the care of such patients, and resume 
of the literature as to causes for reactions. There 
is also complete index of authors and subjects. 

This volume is the most conservative, rational 
and thorough treatise on syphilis written to date. 
The authors have reviewed and abstracted many 
different schools of thought, giving the idea of 
each school on subjects still in doubt as to causes 
of certain reactions encountered in the treatment 
of syphilis. The pharmacology and chemotherapy 
of the different drugs used in the treatment of 
syphilis are discussed. The book needs no adver- 
tising to introduce it to you. It should be on the 
used shelf of every practitioner’s and specialist’s 
library. 

The authors know what they are writing about 
and tell it in words that the reader can understand. 

It is a one volume encyclopedia on syphilis. 

M. T. VAN StTuppIForD, M. D. 


Endocrine Medicine: By William Engelbach, M. D., 
F. A. C. P., B. S., M. S., D. Se. Springfield, 
Charles C. Thomas. 1932. 3 v. 

In his foreword to this work, Dr. Lewellys F. 
Barker has truly said, “It requires bravery, and 
prodigious, concentrated industry, even for one 
who knows his way about in medical bibliography, 
to attempt to master, and to summarize for others, 
the present status of the anatomy and physiology 
of the endocrine glands; that of the clinical syn- 
dromes that have been described and of the path- 
ological-histological changes and the alterations in 
body chemistry and physics that underlie them; 
and that of the relations of the internal secretions 
to heredity, to constitution, and to the biology of 
the person and of the race. Dr. Engelbach pos- 
sesses both the bravery and the necessary capacity 
for industry.” 

Dr. Engelbach has done more than trace the 
history of the development of our present knowl- 
edge and summarize the anatomical and physiologi- 
cal basis of this knowledge. These volumes are 
colored throughout by his own extensive experience 
in this field. Their encyclopedic character makes 
them of great value as a work of reference to the 
student of endocrinopathy, while the practical 
discussions of definite illustrative cases will prove 
helpful to the puzzled clinician. The illustrations 
are numerous, well reproduced and instructive. 
The chief criticism that the reviewer would make 
is that the arrangement of the work seems to him 
to be clumsy. It would be preferable to consider 
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all of the diseases of the thyroid, for instance, in 
one place, instead of taking up thyroid disturbance 
in different places and in different volumes under 
the headings infantile, juvenile, adolescent and 


adult. The author has done this in the case of 
each of the endocrinopathies, so that in order to 
study the disorders of any one organ it is necessary 
to turn to three or four different places. 


I. I. LEMANN, M. D. 


The Technique of the Non-padded Plaster Cast: 
By Fritz Schnek, M. D., with a preface by 
Lorenz Bohler, M. D. Vienna, Wilhelm Mau- 
drich. 1932. pp. 139. 

This translation of Dr. Fritz Schnek’s book on 
The Technique of the Non-padded Plaster Cast is 
a supplementary work of Lorenz Bohler’s Treat- 
ment of Fractures in which the description of cast 
technique was necessarily condensed. It is a most 
timely and welcome treatise on this modern method 
of bone immobilization and the proper usages of 
plaster casts. The work presents the treatment 
of fractures with non-padded plaster and covers 
besides a consideration of casts in general a de- 
tailed description of their application in all 
varieties and types of fractures. 

It is, as far as I know, the only book of its kind 
available on a subject which has largely been in- 
corporated in texts on minor surgery. 

This book is a most comprehensive study of 
plaster casts and should find a much needed place 
in the libraries of those who deal with fractures. 

In a rather limited experience with the non- 
padded cast, it seems to offer a big step forward 
in the correct immobilization following the reduc- 
tion of fractured bones. 

This is a small book, written and translated in 
a clear, concise style, profusely and well illustrated. 
It is heartily recommended by the writer. 

WALDEMAR R. METZ, M. D. 


Medicine and the State: The Relation Between 
the Private and Official Practice of Medicine; 
With Special Reference to Public Health: By 
Sir Arthur Newsholme, K. C. B., M. D., F. R. 
C. P. Baltimore, Williams & Williams Co. 
1932. pp. 300. Price, $3.50. 

In three previous volumes Sir Arthur Newsholme 
placed on record an invaluable collection of facts 
regarding the current trends in medical practice 
in the countries of Europe. 

In “Medicine and the State” we see the evidence 
of Sir Arthur’s critical analysis of this record. 

Since Sir Arthur Newsholme alone and per- 
sonally obtained the facts, it is gratifying to find 
that the attempt to interpret them is left to him. 

Wheher the reader agrees or disagrees with 
Sir Arthur’s criticisms, suggestions or prophecies, 
he is stimulated to deeper thought on the problems 
himself and will as often as not, find that his own 
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opinions have been clarified and possibly crys- 
tallized. ; 

During the reading of this book the reviewer 
felt that he was listening to a real authority on 
these controversial problems. He believes that 
other readers will sense the same satisfaction in 
listening to the judgment of this “high court” of 
opinion. 

But Sir Arthur Newsholme is but one voice and 
he insists repeatedly in his writings that he be 
taken as such. We therefore make no effort to 
review his opinions here but heartily recommend 
that every medical man who senses his own respon- 
sibility in preserving or reshaping our present 
medical practice in America read this book. 

Sir Arthur has here given us a flying start in 
the pursuit of our professional welfare. 


W. H. Perkins, M. D. 


Electrosurgery: By Howard A. Kelly, M. D., 
LL.D., F. A. C. S., and Grant E, Ward, M. D., 
F. A. C. S. Philadelphia, W. B. Saunders 
Company. 1932. pp. 305. Illus. Price, $7.00. 

A well written, well printed, well illustrated 
book by well informed electrosurgeons. The senior 
author is one of America’s pioneers in “the incom- 
ing era of electrosurgery as a coadjutor.” The 
junior author has contributed many original re- 
finements in technic and has devised a number of 
practical electrodes for this work. The history, 
physics, and general principles of electrosurgery 
and high frequency currents constitute the first 
four chapters. These are well worth reading and 
rereading. Twelve succeeding chapters concern 
the practical applications of electrosurgery in 
diseases of various regions of the body and in cer- 
tain specialties—the skin, oral cavity, otolaryn- 
gology, thyroid, breast, abdomen, gynecology, 
urology, proctocology and central nervous system. 
The chapter on electrosurgery of the thorax is by 
Thomas Bayron Aycock, and the chapter on elec- 
trosurgery in bladder tumors by Hugh H. Young. 

By virtue of his many years of experience in 
the use of radium in malignancy before and since 
the advent of electrosurgery, the senior author is 
well qualified to write the concluding chapter on 
Irradiation and Electrosurgery, pointing out that, 
while in many fields they are coadjutors, in others 
one may remain supreme. 

The volume contains 382 illustrations, photo- 
graphs, and drawings elucidate, amplify, and 
clarify the text. An excellent bibliography of 480 
references is appended. Surely the skeptic who 
studies this text cannot but say, I read, I saw, 
I was impressed with the possibilities of electro- 
surgery. 

The final chapter on electrosurgery has not yet 
been written, the last refinement of technic has not 
yet been accomplished, but, “novel as is the realm 
and indeterminate, electrosurgery opens up a vista, 
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we believe, destined in no small measure to replace 
sealpel, ligature, and hand contacts with wounds, 
as well as notably to pare down the number of 
those listed as inoperable by skilled surgeons.” 
NATHAN H, Potmer, M. D. 


The Chemistry of Tuberculosis: By H. Gideon 
Wells, M. D., Ph. D., and Esmond R. Long, 
M. D., Ph. D. Baltimore, Williams & Wilkins 
Company. 1932. pp. 481. 2d ed. thoroughly 
rev. Price, $7.00. 

All who have treasured Gideon Wells’ Chemical 
Pathology will be delighted with this thoroughly 
revised, almost re-written, second edition of the 
Chemistry of Tuberculosis. Compiled and reviewed 
is the existing knowledge of the chemistry of the 
tubercle bacillus. The changes in the host and the 
chemical aspects of the treatment of tuberculosis 
are considered in detail. In this field paradoxes 
abound and disappointments are many, for with all 
the recent work calculated to develop a specific or 
an indirect chemotherapy for tuberculosis we must 
still rely on rest, general hygienic care, food and 
sunshine. 

MAURICE SULLIVAN, M. D. 


Quantitative Clinical Chemistry (Volume 2— 
Methods): By John P. Peters, M. D., M. A., 
and Donald D. Van Slyke, Ph. D., Se. D. 
Baltimore, The Williams & Wilkins Company. 
1932. pp. 957. 

This excellent compendium of laboratory methods 
is an invaluable asset to the biochemical analyst. 
The book comprises thirty-seven chapters devoted 
to a description of available methods for the quan- 
titative determination of substances in biological 
gases, fluids and solids. 

Each chapter is prefaced by a discussion of the 
principles on which the methods are based and the 
discussions are often extended to include other 
methods not detailed in the volume. Each chapter 
is closed with an extensive bibliography. The first 
two chapters, dealing with chemical and special 
biologic technic, supply a fund of information 
which will aid the analyst in the handling of 
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materials and in the avoidance of common sources 
of error. 

Wherever possible, the authors have selected 
standard methods describing for each substance 
methods of different types, including gravimetric, 
colorimetric, titrimetric and gasometric procedures 
and in advisable cases micro and macro modifica- 
tions. The book includes an appendix which cites 
various tests for organ function notably tests for 
liver function and kidney function. 

S. B. Napier, Ph. D. 
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